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THe rorts of the professional as- 


sociations, of various public agencies, 
and o| the thousands of dedicated 
menta! hospital workers represented 
by this audience have literally worked 
miracles in improving the treatment 
of the mentally ill. It is as a result 
of these improvements that the men- 
tal hospital now finds itself at the 
crossroads of change and new direc- 
tion. 

The advent of pharmacotherapy 
and the recent emphasis on social psy- 
chiatry have given a tremendous im- 
petus to. the treatment of the men- 
tally ill in extramural situations, and 
to a virtual revolution in administra- 
tive and therapeutic programs within 
the hospital. New types of extramural 
facilities have been developed, and 
new patterns of cooperation between 
these facilities and community agen- 
cies are beginning to appear. The 
frst reaction to the new therapeutic 
measures, the new day and night hos- 
pitals, and the new concepts of ad- 
ministrative psychiatry was a reaction 
against the big public mental hospital. 
The word went out from many quar- 
ters that the big mental hospital was 
a thing of the past, that it could not 
be adapted to the “new approach” in 
psychiatry, that it should be closed up 
and abandoned. 

Now that we have lived with our 
new advances for a few years, I think 
we are able to make a calmer ap- 
praisal of the situation. A differen- 
tiation must be made between the 
large mental hospital and mental hos- 
pitals in general. I am in full agree- 
ment with Hamilton, Solomon, and 
others that the large hospital should 
be broken up into smaller hospitals. 
Institutions with more than 3,000 beds 
are too large. Those with more than 
5,000 beds should be reduced in size 
as quickly as possible—by being 
broken up into separate segments, by 
discharge of certain classes of pa- 
tients, or by whatever methods are 
necessary. The smaller public men- 
tal hospital of 3,000 beds or less is by 
no means bankrupt yet. Properly 
staffed and equipped, it is both es- 
sential and effective. Without a doubt 
it has unmet needs. It needs refur- 
bishing; it needs reorganization; it 
needs to take a new look at itself, to 
take stock of its defects and its poten- 
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tialities, and to plan for the future. Particularly, the 
mental hospital must review its relationship with the 
community, and its responsibility to contribute its talents 
and abilities to the total community effort to help the 
mentally ill. 

The need for cooperation between the community 
and the hospital is far from being a new concept. Such 
cooperation has been a fact for a long time in the case of 
some psychiatric hospitals, both public and private. In 
recent years more and more hospitals have contributed 
to this trend. In the past decade, as an increasing num- 
ber of general hospitals have opened up or expanded 
psychiatric departments, new examples and new pat- 
terns of cooperative activity between extramural and 
intramural mental health facilities have emerged. 

Many of the old walls are beginning to come down, 
but no one can deny that the mental hospital still has 
some distance to go to become the integral part of the 
community that it should be. Though walls are coming 
down, there are not enough clear paths between the 
community and the hospital. Those of us who are at- 
tempting to build up communications between the com- 
munity and the hospital still have to thread our way 
through a confused rubble of old walls. Old practices, 
old misunderstandings, old prejudices still block our 
way. Some of us become engulfed by the very walls we 
help to crash down. Others find themselves the target of 
attacks by those who miss the familiar walls and “lav 
about them” with the debris of half-truths and miscon- 
ceptions about mental illness. 

The immediate task that confronts us is to clear away 
this debris, to build on the fine beginnings and pioneer- 
ing paths to and from the hospital that we already have. 
and to plan and build broad highways of constructive 
interaction with the community—highways of communi- 
cation not only for the hospital patient and staff but also 
for all of the citizens in the community. Though the 
task is immense, it is thoroughly feasible, and there are 
orderly and purposeful steps that we can take to accom- 
plish our objective. These necessary measures fall into 
three major categories: 

1. The development of a system of rational and ef- 
fective links between the hospital and the community. 
which will make the paths leading to the mental hos- 
pital less complicated and formidable. 

2. The development of effective and strong rela- 
tionships with the family and the community while the 
patient is in the hospital. 

3. The construction of an integrated set of social 
institutions surrounding the discharge of the patient from 
the hospital and his return to the community. 


Despite the fact that between 125,000 and 150,000 
people are admitted to public mental hospitals in the 
United States each year, up to recently there has been 
virtually no examination of the process by which patients 
find their way to the hospital. The only familiar part 
of this process was the crisis which precipitated hos- 
pitalization, followed by the court commitment proce- 
dure, with its confusion of legal and medical activities. 

I do not believe that the present confusion in the 


paths to the mental hospital can be cleared away until 
some rather drastic legislative action is taken in many 
states. The American Bar Foundation is currently cop. 
ducting a study of mental illness and the law—an ‘exten. 
sive survey of commitment practices to permit evaluation 
of the adequacy of present laws and prepare the way 
for recommended model legislation. The project includes 
a study of voluntary commitments, and provision is bein 
made for professional psychiatric participation. Unt] 
significant legislative reforms are enacted, most public 
mental hospitals will continue to operate under an enor. 
mous handicap, receiving many patients whose treatment 
has been unnecessarily delayed and whose illness has 
been aggravated by the process of seeking treatment. 
In the meantime, however, there is a great deal that the 
mental hospital can do—a great deal that may in fact help 
to bring about the needed action. 


The mental hospital needs to develop a well-planned 
and vigorous public information and mutual assistance 
program with both professional and lay groups in the 
community. The hospital must aggressively seek the 
cooperation of screening and outpatient facilities in the 
community. One of the most effective ways of getting 
people to help you is to reach out and help them first. 
The mental hospital must take the initiative in making 
its services available to the various types of agencies 
which are apt to deal with emotionally disturbed people. 
An active public relations program can bring to the at- 
tention of social agencies, churches, the police, industrial 
management, and other “gatekeepers” of society the tal- 
ents and abilities possessed by hospital staff. As those 
“gatekeepers” come to know the staff and to understand 
what they do, they will become willing to call upon the 
mental hospital for assistance, to consult with the staff on 
ways of handling mental health problems outside the 
hospital, and to try to develop more psychiatrically eff- 
cient patterns of referring patients to the hospital. 

The hospital needs to make its existence known to 
the people of the community in which it is located. In 
most cases this is not done at the present time. Hospital 
staff sometimes seem to want to hide the fact that the 
hospital exists, and that thev work there. It should come 
as no surprise, then, that large segments of the general 
public tend to view the mental hospital as a fact of life 
that should be “swept under the rug.” In a number of 
places this situation is changing. Here again, the private 
mental hospital is showing us the way. The staffs of 
many of these institutions maintain close liaison with 
educational and medical institutions in the community. 


The mental hospital needs to reach out in many dif- 
ferent ways and to assume what should be its natural 
community role of psychiatric leadership. Various com- 
munities are beginning to conduct studies of the basic 
incidence and prevalence of mental illness in their re- 
spective areas. They are planning to gather data on the 
long-range use of psychiatric services to aid in intelligent 
planning for needed facilities and services. It wou 
seem to me that the mental hospital has a great stake in 
the collection of this kind of information and in the im- 
plications of such data for developing future hospital 
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until )ervices. I would like to recommend that the mental 
many }hospita’ take active steps to cooperate in such studies 
y COn- | where t'.ey are being carried out, or to initiate them if no 
exten- | other or “anization is ready to take the lead. I know full 
uation | well that it will be said that the hospital does not have 
® Way }the stafi time to do such studies. Nevertheless, it can 
cludes at least serve as the catalyst in stimulating action by 
being other co:mmunity agencies and it can help provide direc- 
Until | tion and guidance. Personally, I think it can do more 
public | than that, if it has the will and the imagination. 
. enor: A few communities have begun experiments for the 
tment ¢treatment of acutely ill psychotic persons in their own 
ss has | homes, utilizing emergency psychiatric teams. Early ex- 
tment. } periences indicate that this technique is feasible and will 
at the substantially reduce the need for hospitalization of acute- 
‘t help | jy ill persons. In those cases where the method has been 
tried, community agencies have become accustomed to 
{call on the service for evaluation and treatment of their 
anned | clients. The community has been made aware of the 
stance ) resources of the service by means of an educational and 
in the | public information program aimed at both community 
the agencies and the general public. 
in the | Much more of this type of activity needs to be car- 
etting }ried on by the mental hospital in order to meet the needs 
n first. fof the mentally ill in the most efficient manner. The pub- 
raking | lic mental hospital might also consider the advisabilitv of 
encies fadopting an “open staff” policy in order to provide con- 
eople. }tinuity of treatment for the patient on his way into the 
‘he at- Phospital and to lay the groundwork for further continu- 
ustrial fity of treatment when he leaves. Many individuals who 
he tal- } are in treatment with private psychiatrists cannot afford 
those | lengthy hospitalization in a private psychiatric hospital. 
rstand §Inpatient care in a public institution often results in a 
on the frude break in their treatment process, all too frequently 
taff on fwith a period of regression. What I am suggesting is the 
le the jcontinued treatment of a patient by his private psychia- 
ly effi- |trist after admission to a public mental hospital. 


“’ . We need no less than a revolution in practice and 


attitudes, and the mental hospital must be in the van- 
guard of such change. It must lead and train. It can and 
must become one of the prime sources for psychiatric 
com teducation of the general practitioner and of other appro- 
eneral P PP 
“of if priate professional groups. As it develops and exercises 
“ 'd this type of leadership, it will be Javing the groundwork 
ber *lfor better treatment of the mentally ill in the commu- 
a nity both prior to and following hospitalization, as well 
affs 0 as for the establishment of a coordinated chain of mental 
health services in the total community. It will also be 
doing itself a great deal of good. One of the big prob- 
lems in trying to recruit competent staff to work in pub- 
lic mental hospitals is the fact—and we might as well face 
it squarely—that in most instances the mental hospital 
does not appear to the young psychiatrist to be an at- 
tractive place. However, if the hospital develops new ties 
vith the community and becomes the hub of new psy- 
hiatric programs, this situation is bound to change. With 
woul the inception of new activities, the hospital cannot fail to 
take Mfoffer exciting and attractive potentialities for a young 
he tpsychiatrist embarking on a professional career. 
ospita Just as the hospital needs to develop effective links 
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with the community along the paths leading to the men- 
tal hospital, so it needs to develop and strengthen rela- 
tionships of the patient with his family and the commu- 
nity while he is in the hospital. Unfortunately, it is still 
true in many cases that the mental hospital tends to be a 
total institution. Barriers to social intercourse with the 
outside, such as locked doors, walls, and geographical 
isolation, are built into the physical plant. The patient 
sleeps, plays, and works, all in the same place, with the 
same people, fitting into the single over-all goal of the 
institution. In other words, the life of the person in such 
a mental hospital is a group life, which is the antithesis 
to normal family living as we know it and cherish it in 
our culture. 


As in most total institutions, the characteristics of 
the hospital tend, in and of themselves, to foster attitudes 
and behavior which further impede the progress of treat- 
ment. Patients begin to build a world around the grant- 
ing or denial of minor privileges. Some patients adapt 
by manipulating the environment and finding a desirable 
refuge for themselves in the institution. They, in effect, 
“colonize” within the institution. Others tend to convert 
to the official attitude and to become “perfect patients.” 
The more they succeed in this, the less likely are they to 
achieve optimal recovery and rehabilitation. 

The hospital must provide the patient with an envi- 
ronment suited to his level of functioning in which he 
can establish good relations and, at the same time im- 
prove his ability to adapt to physical and social surround- 
ings. One of the problems of the large public mental hos- 
pital is that there are insufficient opportunities for the 
patient to participate in small homogenous groups as well 
as in large heterogenous ones. Many hospitals are ex- 
perimenting with small pavilions in which it is easier to 
develop a therapeutic milieu. Other hospitals are trying 
out new ways of orienting the patient so that he can be- 
come incorporated into the social system of the hospital, 
not as an anonymous patient but as an individual person 
whose goals are recovery and satisfactory social integra- 
tion. This must be the objective even for those with the 
poorest prognosis, for if hospital workers entertain any 
other attitude, it will inevitably be communicated to the 
patient, who will think and behave according to this 
unspoken expectation. 

It has become a truism that no matter what kind of 
therapeutic tools are used, patients get better when peo- 
ple work intensively with them, and get worse the more 
isolated they are from normal human contacts. However, 
since staff in most public mental hospitals is hopelessly 
overburdened, there is usually a regretful retreat to a 
fixed pattern of institutionalization. This is not entirely 
necessary even where it is impossible to secure additional 
staff. Much more can be done with visiting staff, with 
volunteer programs, and with the families of the patients. 


Many hospitals are now experimenting with the use 
of student volunteers. At Harvard University, some five 
or six years ago, a group of students became interested 
in doing volunteer work at a mental hospital. As a result, 
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a well-developed volunteer program has been built up 
and the students themselves have requested formal in- 
struction from the university's department of social 
studies. The volunteer program has resulted in a number 
of improvements at the hospital. In this particular case, 
interested students sparkplugged and helped develop the 
volunteer program. However, special situations can be 
created. Last summer, for example, the Western Inter- 
state Commission for Higher Education sponsored volun- 
teer programs in which 90 college juniors and seniors 
worked in mental hospitals in the states of Washington 
and Colorado. They were paid for their work, and re- 
ceived college credit. Here, as in the case of Harvard, 
new ties were built up between the hospital and the 
university. Mental hospitals need to take active steps in 
securing the necessary funds and sponsorship for such 
volunteer programs. 

From a long-term point of view, the adult who has 
been a student volunteer understands the problems of the 
mental hospital and of the mentally ill. The benefits of 
this experience will go with him as he moves out into the 
community. He becomes an enlightened and potent ad- 
vocate of better hospital conditions and facilities, he 
pleads for community mobilization for the development 
and exploitation of every effective force for pre- and 
post-hospital services. Thus develops the nucleus of the 
true therapeutic community. 

I feel I would be remiss in my duties as President 
of the American Psychiatric Association if I did not call 
attention to the limitations on the therapeutic role of the 
mental hospital imposed by narrow professionalism and 
hierarchical stratifications in the social structure of the 
mental hospital. 


A more democratic or egalitarian social structure 
between patients and staff, and a more communal exer- 
cise of roles by mental hospital staff tend to foster atti- 
tudes that emphasize the active rehabilitation of the pa- 
tient. In hospitals which have experimented with manip- 
ulation of the environment for therapeutic purposes, the 
staff tends to operate as a treatment team, with the psy- 
chiatrist as the leader. There is also active communication 
between the hospital staff and patients’ families. Both 
nurses and social workers visit the patients’ homes and 
take an active role in involving relatives in the treatment 
process. 

The whole new trend in social psychiatry is to work 
with the patient’ in the family setting and to stress 
cooperation with local health and medical resources. In 
those areas where general hospitals have fully developed 
psychiatric units, the psychiatrist spends part of his time 
in hospital service and part in extramural service includ- 
ing home visits. In some cases, the extramural service has 
become a small diagnostic unit attached to the hospital. 

Family therapy has almost invariably proved bene- 
ficial wherever it has been tried. In some instances hos- 
pitals are using volunteers to help the social service staff 
work with patients’ families, both before and after dis- 
charge. Work with families also helps to maintain the 
patients’ ties with the outside world. Whatever is done 
in the hospital should, from the moment the patient en- 


ters, attempt to turn his attention firmly and positively 
back to the community. In other countries this has tra. 
ditionally been the case. In Japan, for example, until re. 
cently, when a person was hospitalized for mental illness 
members of his family would enter the hospital with him 
and would participate actively in the life of the hospital, 
At the present time, a special type of nursing aide js 
used as a constant companion to the mental patient and 
as a link with life outside the hospital. 


It is as important for the staff as it is for the patients 
to maintain contact with the community, for staff wil 
suffer from social deterioration just as much as patient 
if the hospital is isolated. In addition, without clos 
contact with the community, staff cannot restore patient 
to health and are thwarted in their therapeutic efforts a 
well as in their personal relationships. One of the firs 
things the mental hospital has to do is to become a. 
quainted with its community. Here is a fertile field for: 
social psychiatrist on the staff of or associated with the 
mental hospital. The anthropologist can help the hos 
pital to get to know the community thoroughly, and to 
find ways of establishing patients in congenial setting 
when they leave the hospital. Both the patient and the 
environment must be matched suitably if the patient is to 
make a successful transition back to the community. He 
needs to be prepared for his return through improved 
occupational therapy programs and training in job skill 
both prior to and following discharge. He needs con 
tiriued assistance in the form of social service counseling 
for himself and his family, half-way houses and sheltered 
workshops to help him through his convalescence, and 
better public information programs which will make the 
community more understanding about his illness and 
about the therapeutic advantages of making brief per: 
odic visits back to the hospital when this is required. 

Too often the mental hospital loses track of its pa- 
tients once they are discharged. This is true even in the 
case of the so-called “extended home visit” systems. 
Some hospitals are beginning to take upon themselves the 
responsibility of seeing to it that their patients have the 
follow-up services they need. In Norway, for example 
the mental hospital staff works outside the hospital and 
does its own follow-up work with discharged patient 
through outpatient clinics. The hospital social worker 
are active in ex-patient clubs and they carry on an active 
job placement program for their former patients. 

We have heard much in recent years about the 
“open-door” policy—the policy of opening doors so thal 
patients can move satisfactorily from the hospital into 
the world beyond. I do not believe the doors can sta\ 
open unless they become doors that open both ways, ut 
less they are doors that let the community into the hos- 
pital as well as letting the patients go out into the com: 
munity. For the open door to become effective, it mus! 
become a swinging door. A whole complex of paths ané 
roads to and from the hospital must be constructed, ané 
the hospital must assume a larger and more central role 
in the whole complex of facilities and measures which the 
community has to offer for the treatment of mental ané 
emotional illness. 
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Ste/azine® 


brand of trifluoperazine 


should be tried in chronic schizophrenics 


Clinical evidence shows that ‘Stelazine’ can produce 
significant improvement in at least 30%-40% of a given 
group of chronic schizophrenics. Because of this 
demonstrated effectiveness, ‘Stelazine’ should 

be tried in chronic schizophrenics, no matter how 
discouraging the results of previous therapies may 

have been—no matter whether the patient is hyperactive, 
withdrawn, or has delusions or hallucinations. 


And it should be given at high enough dosages for 
long enough periods of time. 


Smith Kline @ French Laboratories 


= leaders in psychopharmaceutical research 
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PsYCHIATRY IS CHANGING, not only through choice, but 
also through social pressures. The nature of the change 
was dramatically and comprehensively detailed in the 
discussions at the 12th Mental Hospital Institute. 

Today we prepare to march forward from our en- 
forced encampment on the isolated grounds of state hos- 
pitals into the urban and suburban communities which 
impinge upon the hospitals both literally and symbolic- 
ally. Acting upon our profession are a number of social 
forces, which not only provide stimulus toward new de- 
velopment, but also offer new resources for the battle 
against mental illness. The Program Committee, as a 
means of conveniently discussing some of the major 
forces at work, identified seven very broad groups for 
consideration. 

Our rapidly developing philosophy calls for total 
treatment of all, rather than for intensive treatment for 
some and custodialism for the rest. It is commonly ac- 
knowledged that psychiatry cannot accomplish this ob- 
jective unaided; even the concept that the “team” con- 
sists of the psychiatrist, the psychologist, the nurse, and 
the social worker is giving way to the realization that 
we must also include the skills and talents of ministers, 
teachers, lawyers, businessmen, public health nurses, and 
perhaps of members of yet-to-be-born new professions. 
Along with this change in philosophy comes a great 
wave of optimism about the possibility of making more 
useful citizens of our chronic patients, either within the 
hospital or beyond it in a protected setting suitable to 
their residual assets. 

The discussants at the Institute were sharply aware 
of the dangers inherent in this phase of rapid change and 
development. Perhaps the most threatening is the devel- 
opment of intraprofessional schisms, based on artificially 
contrived disagreements about the role of the mental 
For further delineation of the opportunities and threats 
of community psychiatry see Ross, Mathew: Editor's 
Notebook, Ment. Hosp. 10:4:12, April 1959. Ibid 11:5:15, 
May, 1960. Ibid 11:8:13, October 1960. Community Psy- 
chiatry as an Opportunity for Medical Leadership, Arch. 
Gen. Psych. 3:11:478-89, November 1960. 
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hospital. One school of thought anticipates the demise of 
the large mental hospital as soon as other facilities can 
be devised to take its place. Another believes that the 
public mental hospital is and will remain the most suit- 
able facility for the treatment of the severely mentally 
ill, provided that sufficient community supports can be 
devised to give it the help it needs to do the job. 

Note that both schools of thought believe in the need 
for community supports. It hardly seems to matter 
whether these supports are conceived by some as leading 
ultimately to the demise of the mental hospital, and by 
others as a reinforcement for it. History alone will prove 
who is right. But both agree upon the kind of supports 
needed. 

A second danger lies in the possibility that our en- 
thusiasm for community psychiatry may lead to deterior- 
ation of the mental hospitals. There is real need to be 
careful that their needs do not get overlooked in the 
stampede for community services. We must give direc- 
tion to a further elaboration of community psychiatry to 
the end that we will achieve a proper integration be- 
tween hospital and community, to enable the hospital to 
develop as a major component—indeed, as the driving 
center of the total treatment program. 

It is obvious, then, that the hospital psychiatrist, as 
well as his colleagues in psychiatric clinics, in general 
hospital units, and in private practice will have to as- 
sume a new role in the years to come, if our new philos- 
ophy is to develop properly. The American Psychiatric 
Association is planning to hold a conference on the 
graduate training of physicians (residents) to achieve 
competence as general psychiatrists, and to prepare for 
careers in clinical work, research, teaching, and public 
service. Special emphasis will be placed on assessing the 
relative adequacy with which present-day training is pre- 
paring the psychiatrist to meet changing medical, social, 
and public needs, and what modifications suggest them- 
selves to meet these needs more effectively. Such dis- 
cussions will obviously make repeated reference to the 
material produced by this 12th Mental Hospital Institute, 
which points up some of the changes in the current prac- 
tice of psychiatry both inside and outside the hospitals. 
This conference will doubtless spark efforts on the part 
of allied professions to develop curricula and training 
programs for themselves, which will dovetail with the 
changing practices of psychiatry. 

Much of the challenge of the decade to come is im- 
plicit within these Proceedings. The future is clear only 
in that we know the way ahead is long and arduous. As 
Bunyan said: “It happens to us, as it happeneth to way- 
faring men: sometimes our way is clean, sometimes foul; 
sometimes uphill, sometimes downhill; we are seldom at 
a certainty; the wind is not always at our backs, nor is 
everyone a friend that we meet in the way.” 
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Between 
the 


Lanes 
THE EDITORIAL STAFF 


Tus issue OF Mentat Hosprrats, the largest ever pub. 
lished, contains the Proceedings of the 12th Mental Hos- 
pital Institute, the largest ever held. The final count 
showed a total attendance of 501 people, including 11 
A.P.A. staff members. The Institute was held from Oc- 
tober 17 through 20 at the Hotel Utah, Salt Lake City. 
The Program Committee, under the chairmanship 
of William S. Hall, M.D., South Carolina, held four 
planning meetings to formulate the discussion outlines 
and format for the Institute. Evidently their plans met 
with approval. A questionnaire sent out by the commit- 
tee two weeks after the end of the Institute received 220 
replies, most of which indicated satisfaction both with 
program content and with the small discussion-group 


The Mental Hospital Services 
and the participants at the 12th 
Mental Hospital Institute owe a 
sincere debt of thanks to Wil- 
liam S. Hall, M.D. (left) for his 
inspired chairmanship of the 
Program Committee and his un- 
failing support during the entire 
meeting. 


plan. On the committee with Dr. Hall were Alfred H. 
Stanton, M. D., Mass. (Chairman of the Program Com- 
mittee for the 1961 Institute); James E. Gilbert, M.D.. 
South Dakota; John P. Lambert, M.D., New York; and 
Mr. James C. Hodges, Michigan. 

Of those attending, 253 were physicians; 96, busi- 
ness administrators; 41, nurses; and 26, social workers. 
The remaining 74 included trustees, legislators, volun- 
teer coordinators, psychiatric aides, psychologists, men- 
tal health association executives, clergymen, sociologists, 
and others from mental hospitals, public and private, or 
working on the state or provincial level. 

Forty -seven states were represented, as well as the 
District of Columbia and Canada. New York State, with 
37 people, had the largest representation, followed by 
California with 30. The home state of Utah came third 
on the list with 29 representatives. Canada sent 14 peo- 
ple. 


Preparing an edited version of the millions of wordg 
produced by five hundred enthusiastic discussants ove 
a three-day period presented some problems. Mud 
credit is due to the recorders and discussion leaders, whg 
worked hard and long to formulate some definitive com 


clusions from their groups’ discussions. Since space limi 


tations in the discussion reports make it difficult to ig 


clude the names of the recorders, they are listed here igj 


alphabetical order: M. M. Bateman, M.D., W. Va.; C. UJ 
Bennett, M.D., N. J.; Mr. T. A. Bravos, Calif.; C. if 
Cahn, M.D., Canada; Miss Margaret Cavey, Va.; Pregs 
ton E. Harrison, M.D., Texas; Mrs. Miriam Karling 
Minn.; 
M.D., Canada; Aaron S. Mason, M.D., Mass.; Mr. Del 
bert Mesner, Neb.; Mrs. Frances T. Roberts, Conn.; W: 
A. Sikes, M.D., N. C.; Mr. Nathan Sloate, Calif.; J. W, 
Southworth, M.D., Ind.; F. G. Tucker, M.D., Canada 
Mr. Calvin Wilcox, Del. The sincere thanks of all par 


ticipants and of the editorial staff of the magazine areq 


hereby tendered. 


ANONYMOUS QUOTATIONS 


The main editorial problem was to eliminate repe- 
titious material, since inevitably several discussion 


groups concentrated upon similar areas, and their re§ 


ports bore great resemblance to one another. A real 
difficulty was the fact that, while many direct quota- 
tions appeared, most had not been attributed to their 
authors. In the interests of fairness and consistency, 
therefore, few 
counts of the group discussions, even though many will 
recognize, we feel sure, their own specific contributions, 
The Academic Lecture, 
able,” was an examination of the impending population 
explosion. It was delivered by Charles Westoft, Ph.D, 
of New York University, and the Office of Population 
Research, Princeton, N. J., and was published last Octo- 
ber in monograph form. A very few copies are still avaik 
able from the Mental Hospital Services on request. 


The Local Arrangements Committee was under the 


chairmanship of A. H. Fechner, M.D., with O. P. Her 
inger, M.D., A. C. Thurman, M.D.., 
M.D. Mrs. Fechner headed the Ladies’ Committee, as 
sisted by Mrs. Heninger and Mrs. Thurman. In addition 
to the tcurs and entertainments her group organized 
for fifty wives of institute participants, Mrs. Fechnet 
found time to give much voluntary assistance to M.ALE 
staff members. 

The film program this year was organized and oper 
ated by the Mental Health Film Board. Present for this 
purpose from the M.H.F.B. were Irving Jacoby, Pro- 
ducer, Alberta Jacoby, Executive Director, and Irene 
Malamud, Educational Consultant. 

Hospital tours, arranged for Mondav. October 16. 
before the plenary sessions started, included visits to 
the Utah State Hospital at Provo, and the Veterans Ad- 
ministration Hospital, the University Hospital, and the 
Latter-Day Saints’ Hospital in Salt Lake City. 

The Institute closed on an unusual note—a barbecue 
party in the mountains about 30 miles from the city, in 
the early evening of October 20. e 


George D. Katz, M.D., Utah; Morgan Martingg 
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emotional stability 
in the aging patient — 


2 
@ brand of imipramine hydrochloride 


During the declining years, frustration aris- 
ing from declining capacity to participate 
in social and family activities often leads 
to depression, manifested frequently in 
unpredictable swings of mood.! 


The value of Tofranil in restoring the de- 
pressed elderly patient to a more normal 
frame of mind has received strong support 
trom recent studies.!-3 Under the influence 
of Tofranil, such symptoms as irascibility, 
hostility, apathy and compulsive weeping 
are often strikingly relieved with the result 


Tofranil 01 10 ma. or geriatric use 


that life becomes easier both for the pa- 
tient and those around him. 


Since the dosage requirements of elderly 
patients are lower than those of the non- 
geriatric patient, Tofranil is made available 
in a special low dosage 10 mg. tablet 
designed specifically for geriatric use. 
Full product information regarding dos- 
age, side effects, precautions and contra- 
indications available on request. 
References: 1. Cameron, E.: Canad. Psychiat. 


A. J., Special Supplement 4:S160, 1959. 


2. Christe, P.: Schweiz. med. Wchnschr. 90:586, 
1960. 3. Schmied, J., and Ziegler, A.: Praxis 
49:472, 1960. 


Tofranil®, brand of imipramine hydrochloride: 
Triangular tablets of 10 mg. for geriatric use; 
also available, round tablets of 25 mg., and 
ampuls for intramuscular administration only, 
each containing 25 mg. in 2 cc. of solution 
(1.25 per cent). 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 10-657-62 
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By JACK R. EWALT, M.D. 

Professor of Psychiatry, Harvard Medical School 
Superintendent, Massachusetts Mental Health Center 
Director, Joint Commission on Mental Illness and Health 


Needs of the Mentally Ill: 


Types of Effective Action Between 


the Community and its Hospital Facilities 


My FUNCTION is to outline the goals of the Institute dis- 
cussions and hopefully to inspire you to bring to bear on 
the subject the large experience and wisdom you possess 
as a group. For this purpose we are a community bent 
upon pooling our knowledge, energy, and good will to 
bettering the lot of the mentally ill person. 

Here we do not concern ourselves with the promo- 
tion of man’s well-being or the building of resilient spirit 
and character, but rather we follow the admonition of 
Gelal Ed Din Mohammed Asaad (8), a Persian mystic, 
who in the 15th Century emphasized that mental health 
was a different consideration than mental illness and 
needed other approaches. Here we concern ourselves 
with the mentally ill, with those particular mentally ill 
who, by social processes imperfectly understood, are 
selected by the community or by self for medical atten- 
tion or some type of official intervention. 

Because no two hospitals represented here are iden- 
tical, and because the communities in which they are 
located also differ, we will not discuss their comparative 
merits and deficiencies. Perhaps we can dispose of this 
aspect of our deliberations by agreeing that an inventory 
should be made of the hospital and the community in 
which it lives, an inventory of incompletely used re- 
sources and of unmet needs, before changes in patient 
care are instituted. Our projected study will include the 
important cultural aspects of the community, not the 
least of which is the concept of appropriate things to do 
with and for people who are disturbing or upsetting some 
segment of society. Lambo (6) out of his experience in 
Nigeria, has stated that, no matter how we plan, non- 
medical aspects of the community will influence and 
modify the effect of our programs. He is specifically re- 
ferring to superstitions, and the activity of native healers 


—witch doctors. Our own society, too, has superstitions 
and witch doctors, but just because they are part of our 
culture and our concept of what is proper, it often takes 
an outsider to identify our witch doctors and to detect 
our superstitions as clearly as we can see them in African 
culture. But also, as in Africa, once identified they 
should be further examined by the insiders and outsiders 
in collaboration to determine how one may fully exploit 
the useful features of a superstition and “fixed opinion,” 
and eliminate those impeding the proper care of 
patients. 

Now we turn to consideration of the needs of the 
mentally ill in a more detailed way, needs that vary 
within an individual patient at different times in his ill- 
ness, and needs that vary between patients. 

Some patients on becoming ill recognize their condi- 
tion. The hospital should have clinic facilities to which 
these patients may come informally and without waiting. 
Some type of emergency service at or away from the hos- 
pital may serve this purpose. To be most effective the 
laws, regulations, and practices of the hospital must be 
structured so that they facilitate rather than obstruct 
prompt attention to people who think they need it. To 
fill this need for early diagnosis and treatment there are 
only 1,234 psychiatric clinics in the United States. At 
least only that many were reported and countable in 
1958 (11). This number includes Veterans Administra- 
tion and child psychiatry clinics. About 10,000 profes- 
sional persons serve these clinics and over half of these 
are social workers and psychologists. Only 30 per cent of 
the man-hours available in the clinics are psychiatric 
time. Approximately 400,000 persons are seen in these 
clinics each year. 

In those forms of mental illness which patients 
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deny, « her people—the family, the family physician, 


friends, or employers—must identify the problem and 
take m: ‘sures to provide the necessary treatment. Ad- 
vice of ‘rusted loved ones will cause some patients to 


seek co. sultation and treatment. For others, more ag- 
gressive ‘ntervention is required. 

~ Not simple is the problem of how one obtains a 
medical certificate when the patient is disturbed and 
stubbori: in his refusal of help. Home visits must be 
made, o'ten under very adverse conditions. We cannot 
expect cooperation from physicians, hospitals, or clinics 
in making such visits, unless they can be protected to 
some extent against damage suits by paranoid persons. 
Legal hazards of this type can be greatly reduced by 
education of the courts and of practicing attorneys. Dem- 
onstrations at the mental hospital, using as illustrative 
cases patients who have been properly handled as well 
as those who were the victims of uncoordinated services, 
will help the legal profession to understand that a men- 
tally ill person has a right to proper treatment, in addi- 
tion to those civil rights which the law is dedicated to 
protecting. 

The education of the community so that patients of 
all types may benefit from the resources available is the 
responsibility of the mental hospital. This responsibility 
must be willingly assumed and effectively discharged if 
the hospital is to retain its proper role as the community 
center for mental health activities. 

We must work even more at public education, mind- 
ful that current techniques seem to be only moderately 
effective. Some studies suggest that public education by 
mass media can make people aware of a topic, but will 
not give them depth of understanding unless they stud- 
ied science in high school or college (9, 15). This is a 
trend also shown in a study of the Joint Commission on 
Mental IIness and Health (5) in which education level 
and age were most highly correlated with interpretation 
of symptoms of ill health as having possible psychologic 
origins. Some suggestions as to better ways of commu- 
nicating information to the public come from Nunnally 
and Bobren (10): “Relatively high anxiety messages de- 
pressed public interest. Among those messages with 
anxiety, the use of either an impersonal approach, or the 
giving of a solution raised the public interest, and the 
use of both an impersonal approach and the giving of a 
solution created more public interest.” The best survey 
of the topic is in a series by Brim (1). 


At times persons first show unacceptable behavior 
in public and the police intervene because of the accom- 
panying social disturbance. To be helpful the police 
must have some guidance in detection of the elements 
in disturbances that suggest psychotic illness as a prob- 
able cause. Thev must be instructed as to effective meth- 
ods of intervention and they must have a place to take 
the person for a professional opinion as to his probable 
mental state. To discharge its role in this area, the hos- 
pital should devise ways of instructing the police in man- 
agement of disturbed persons, and provide consultation 
on a 24-hour basis so that persons apprehended may be 
appropriately managed. 
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Manifestations of mental illness may initially come 
in the work situation. Foremen, union stewards, indus- 
trial physicians and nurses, and people in higher echelons 
of management need instruction in detection of situations 
among personnel that produce emotional stress and may 
lead to illness. Further, they need instruction in the be- 
havior changes suggestive of incipient mental disorder. 
May I admonish that such symptoms and signs (2, 3, 7, 
14) be those detectable in the work situation and in rou- 
tine health examinations. To advise adoption of tech- 
niques requiring hours of time, such as psychological 
tests, or a series of psychiatric interviews, is unrealistic 
and cannot be implemented even in the unlikely event 
the suggestion would be adopted. 


Another major point for interception of incipient 
mental illness is the family or child-care agency. Many 
persons with beginning mental decompensation so be- 
have that the family situation becomes noticeably dis- 
turbed. Aid sought by family members or offered by the 
agency should include an estimate of the mental health 
status of the total family membership, as individuals and 
as members of the group. The hospital should have an 
effective liaison with the family agencies, offering psychi- 
atric consultation as needed, and clinics or institutional 
care for those clients too ill for management by the 
agency staff. In many areas the hospital social service 
department and the local health or welfare department 
will find it necessary to improvise the equivalent of a 
well-organized family service agency. In 1957 there were 
284 qualified family service centers in the continental 
United States (11). In addition, 1,157 of the 3,103 coun- 
ties had neither public nor private child-welfare agencies. 
Nonetheless, some local groups will be under some pres- 
sure grappling with family problems, and the greater the 
degree of improvisation the more psychiatric consultation 
will be required. 

The person with illness manifested by antisocial be- 
havior often comes to the court. His appearance may be 
at his own request to inquire into the propriety of a com- 
mitment to a mental hospital, or he may be a defendant 
in a major or minor complaint filed on behalf of the 
people by a public prosecutor—usually called a district 
attorney. In either instance the judge may have reason 
to inquire into his mental state. Such consultation should 
be available to the court from a clinic established to 
serve the court and its clients. If no such consultation 
clinic exists, legislation may be required to establish one, 
or to enable the court to refer the defendant to the men- 
tal hospital for the necessary examination. 

Persons committed to prison may become mentally 
ill while rendering the law its required penance. Others 
may have carried in to prison early and undetected psy- 
choses. Another, and larger group, suffer from neurotic 
or sociopathic disorders whose principal manifestations 
are the behavior that invited the incarceration. Some 
members from all these groups are amenable to therapy, 
appropriate to each patient. Such therapy will be given 
only if the hospital or some community agency supplies 
it. Hospitals have a legitimate self-interest in such serv- 
ices in the correctional institutions; if the services are 
lacking, some judge, thinking ahead of the physicians, will 
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commit offenders to the hospital for the treatment he 
believes is available. Patients placed in therapy in the 
correctional institution will in many instances require 
and want a continuation of treatment when on parole, 
and sometimes after discharge from parole. 


The medical manpower for the services patients 
need during onset of illness and treatment at the com- 
munity level will not be found entirely within the staff of 
the mental hospital. Some system must be organized to 
use the local psychiatrists and the other physicians in 
the community. The system will vary with the number, 
skill, and interest of the local medical associations. Few 
will volunteer to help, but proper proselyting may re- 
cruit a number of able and willing workers. Someone 
must initiate these activities. Why not the hospital staff? 
Some of these services may be ably supplied by other 
public or private agencies already at work in the area. 
In this fortunate event, the hospital will need to elicit 
their cooperation in extension of services to psychiatric 
patients, and then to arrange with the detection sources 
to use the services offered by existing agencies. And, 
importantly, the hospital and its staff must be ready to 
offer inpatient care, and consultation on an emergency 
basis. In most communities the hospital must assume an 
additional responsibility if it is to make the best use of 
the area medical manpower. This responsibility is to in- 
itiate refresher courses so that general physicians and 
specialists may learn anew psychiatric skills previously 
used to varying degrees in their day-to-day work. 

Service in clinics and in general hospital units, geo- 
graphically separated from the mother hospital, will aid 
in providing better service to the patient so ill that in- 
stitutional care is necessary. The staffing of such units 
will no doubt require further cooperation from the medi- 
cal community. Authorization to pay costs of patient care 
in services separate from the mother hospital, geograph- 
ically or administratively or both, may require action of 
trustees or legislature or some groups responsible to the 
public for the operation of the public hospital. Steps to 
insure the education of these groups and to gain their 
cooperative action will also fall to the hospital staff and 
to such other community helpers they may mobilize. 

Many of you and your colleagues in the community 
have already made major advances in this area. Sixty- 
two of the 85 Blue Cross plans in the United States 
offer 21 or more days of care per benefit period (1960) 
(12). Further, the number of general hospitals ac- 
cepting mental patients was 789 in 1958 and undoubtedlv 
more accept them today. General hospitals admitted 
257,300 mental patients in 1958, a rate per 100,000 pop- 
ulation higher than the admission rate to the public men- 
tal hospitals (13). 

The mental hospital proper, with its substantial num- 
ber of patients and staff, must be served even as it serves 
these other units. Without a vigorous first-class patient- 
care program in the central institution, community serv- 
ices may not long survive or even start. The confidence 
of the supporting and the patient communities will be 
won by a record of effective treatment and rehabilitation 
of sick people, and not by trick slogans or widely pub- 


licized “new ways” that exist only on paper. Such conf} their U 
dence in the ability of the base hospital to effective)| with tl 
plan and execute a treatment program is a necessary jy, placin: 
gredient for a community to authorize, support, and ys} ploym« 
new services adapted to care of patients in peripher} tients ‘ 
units nearer their homes. sonnel 
Perhaps this recommendation for strengthening gi} the us¢ 
the home base is unnecessary. The state hospital haf workers 
been investigated, inspected, reorganized, converted, di} employ 
vided, dispersed, and even abolished, in fact or in theory sultatio: 
by countless imaginative persons motivated by a varieh| he had | 
of urges. The state hospital survives, however, and is at, and no 
amazingly tough and resilient social institution. Th. if probl 
state hospital stays with us because it serves a useful} In 
purpose and no one has yet devised a replacement thei 
will serve the same purpose as well with our current re. e 
sources in men and money. The state hospital is the Bei 
center of our helping agencies for the mentally ill. Iti we 
the only one of the social institutions mentioned that it a 
indispensable. The acute treatment center, the emer. 
gency service, and the experimental hospital may all be, =. 
eliminated and the community can still function. Abol: 3. a 
tion of the state hospital would result in chaos in a shor e 
period. The new and more prestigious hospitals an¢ . 
clinics would have no place to send their failures. Suc “as 
failures, some disturbed but many just stubbornly ill| - “6 
would soon fill the beds of these new facilities, leaving a ve 
no room to receive the incoming Cases. a 
This restating of the obvious does not mean that the 6 “ps 
status quo is desirable. The use of the large hospitals af ~ ste 
a base for extending the services mentioned into th} - "i 
community is the next step, a step already taken in some sal sip 
instances. The superintendent and key community leader 8 we 
need to review the use of their present manpower. Per} ~ Wi 
haps the psychiatrists could be better employed in the 9 Na 
community extensions, in the clinics, and in general hos} 
pital units. Perhaps some of the continued treatmen| 
wards can be managed by rehabilitation teams or group- 
work teams, with medical care limited to general super- 
vision of the health and the medications of the patients | sdland 
Mind you, I am not advocating this particular way « + mt 
the salvation of the state hospital, but I am urging exper: B - ” 
mentation with new techniques for handling the masse ie _— 
you have inherited from past years of accumulation. Th B th te 
techniques for care of the chronically ill need review an Ce — 
research. It is possible that chronic cases of all tvpe  sneaag 
may in time be yours to plan for and to treat. We hav pee te 
no reason to believe that chronic patients will disappear Cl ra 
in spite of present and expected new treatment tech nee 
niques in all fields of medicine. Curtis 
Serv., | 
Rehabilitation of patients recovering completely «| Ewalt, 
in part has been extensively described in other confer{ Ment. | 
ences and in research reports (4). Here we will say the Farnsu 
the hospital must estab'ish contact with the rehabilitatio? Health 
agencies in the community. Most states have rehabilits{ Mass.; 
tion services with workers dispersed through the state. I F elix, ] 
some instances the hospital and these agencies have & NIMH. 
tablished working relations to their mutual benefit. The} Forster 
hospital offers consultation services and training course M. H. | 
for the rehabilitation workers as they seek to improv’ bany. 
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their v derstanding of the special problems of working 
with tl mentally ill. The agency functions as an aid in 
placing many patients and former patients in suitable em- 
ploym: \t. Prejudice against employment of former pa- 
tients (..n give way to preference in some jobs. A per- 
sonnel «ire ter for a large Massachusetts company said 
the use of hospital patients placed by the rehabilitation 
workers made it possible for him to seek help in case 
employ: ent problems arose. He had a ready-made con- 


sultation and referral source in case of trouble, whereas 
he had 1:0 comparable record for employees off the street, 
and no ready place to turn to for consultation and help 
if problems arose. 

In our deliberations, the patients’ needs must be the 
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focus, and the central theme that of interaction between 
the mental hospital and those communities which can 
provide services for different patients at different times 
in their illness. If suitable services are to be offered with 
our present and projected manpower and financial. re- 
sources, the total potential of the community must be 
totally utilized in an integrated program. New services 
are to be created only when existing ones cannot fill a 
needed function. And my main theory is that some 
community agency must assume the responsibility of 
coordinating all available services into a functional whole, 
irrespective of the sponsorship of the individual agencies. 
It is my belief that the state hospital can and should 
serve this basic, central, coordinating function. ° 
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uniformly 
excellent results 
in the treatment 
of decubitus, 
varicose, 
arteriosclerotic, 
and diabetic ulcers.”* 


PANAFIL 


for enzymatic debridement and 


CHLORESIUM 


for prompt healing 


Reporting on a two-year study, clinicians described the regimen of Panarit Ointment for clean-up 
of surface ulcers, followed by CHLtoresium Ointment for healing, as “the most effective” in their 
experience.* 


Panarit Ointment is a proteolytic agent for debridement of necrotic tissue or encrusted wound 
exudate. It produces a clean wound base, clearing out secondary infection without need for 
topical antibacterial medication. Stable and ready-to-use, PaNarit is safe and convenient as a 
standard wound dressing. AND...it is priced far below other topical enzyme preparations. 
Cu.oresium Ointment is a recognized aid to healing of ulcers, wounds, burns, and dermatoses. 
Its active ingredient, water-soluble chlorophyllin, speeds formation of healthy granulation tissue 
and epithelization, soothes irritated tissues, and deodorizes malodorous lesions. As a further 
advantage, the clinicians report, “...with many hundreds of cases we have yet to encounter a 
single case of irritation or sensitivity traceable to the active ingredient....”* 


Panarit Ointment—Papain 10%, urea U.S.P. 10%, CuLoresium Ointment—Water-soluble chlorophyll 
water-soluble chlorophyll derivatives 0.5% in a derivatives 0.5% in a hydrophilic ointment base. In 
hydrophilic ointment base. In 1-0z. and 4-oz. tubes 1-oz. and 4-o0z. tubes and special hospital size. 


and special hospital size. Samples and literature on request from 


‘Kystan) Mount Vernon, N. Y. 


*Diamond, O. K.: New York J. Med. 59:1792, 1959. 
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PREFACE 


By DANA L. FARNSWORTH, M.D. 
Director, University Health Services, Harvard University 
Cambridge, Massachusetts 


The Provision of Appropriate Treatment: 
Hosfrtal and Community Collaboration 


_ The provision of appropriate treatment means the hospital’s role in everything 
of an appropriate therapeutic nature that occurs between the time the patient or 


| his family become aware of illness and the time of entry into the hospital, or 


| 


WHILE PREPARING FOR THIS INSTITUTE I had occasion to 
talk about the topic of our deliberations with a group of 
community leaders, among whom were some physicians. 
I asked them if they would be willing to express some 
of the sentiments and criticisms they had heard or had 
themselves experienced concerning relations of persons 
in the community with staff members of mental hospitals. 
They were only too ready to do so. Assurances were given 
that their identity would not be revealed and that they 
need not feel the necessity of proving their statements. 
I was probing for the nature and extent of their feelings 
rather than for purely objective data concerning the hos- 
pitals. 

The consensus of these feelings was about as follows: 
“Few of the personnel in mental hospitals seem to feel 
that parents or other relatives matter. Others who are 
not relatives but who have a legitimate concern for the 
patients’ welfare are also passed around from person to 
person. Cleanliness is of little moment, even in situations 
in which patients are not involved. Some doctors are so 
preoccupied with the dynamics of the patients’ illnesses 
that they have little time for the small amenities and 
common courtesies that mean so much to patients and 
relatives. Patients are tossed back and forth between 
therapists and administrators. There is little evidence of 
humanity, love, or personal concern for patients. Patients 
are not aware of what they may reasonably expect in 
hospitals. Conditions in admitting rooms are depressing. 
Referring physicians are seldom given reports of their 
patients’ progress. Patients are shorn of their personal 
dignity as well as most of their possessions when ad- 
mitted to a mental hospital. Most doctors are courteous 
but other staff members often give one quite a hard 
time.” 

My first reaction was that these criticisms were very 


} 
| recovery, including the period of hospitalization. | 
\ 


unfair. I know that the administrators and psychiatrists 
who run the hospitals under criticism are doing the best 
they can under the circumstances. All of them deplore 
impersonal attitudes toward patients as much as we do. 
But the stubborn fact remains that many persons believe 
these and even worse things about mental hospitals. 
What is even more embarrassing is that in many hospitals 
even worse conditions exist, and in the best hospitals 
some of these conditions exist at least part of the time. 
Our problem has two main facets—removing the causes 
for such criticisms on the one hand, and correcting the 
misconceptions and misinterpretations that persist long 
after the deplorable conditions have been corrected. 
This means long and careful work with all persons con- 
nected with hospitals—guards, telephone operators, at- 
tendants, nurses, and physicians—literally everyone. 

How can we keep public knowledge and opinion 
abreast of the progress we are making in the care and 
treatment of emotionally disturbed persons? At best, 
there will always be a time lag in the community's aware- 
ness of such progress. On the other hand, once we have 
gained a community’s confidence, its members may be 
inclined to believe only the best of what they hear. The 
time lag in information works both ways. 

For one thing, we need a vast program of public 
education regarding the nature of emotional disturb- 
ances and the needs of those people who are severely 
handicapped by emotional conflicts. What this public 
education should consist of and who should promote it 
are subjects of immense complexity. Emotions become 
very strong when these questions are raised for discus- 
sion since so many people have firmly fixed notions as 
to what the answers should be. Furthermore, these no- 
tions may be highly contradictory. 

A recent article in a national magazine, based on the 
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report of the National Assembly on Mental Health Edu- 
cation held at Cornell University in September, 1958, 
seems to decry any kind of mental health education and 
implies that helping those who are mentally ill is the 
only thing that offers any real hope of progress. As a 
reflection of what went on at this conference, the article, 
in my opinion, was grossly distorted. A major problem 
that confronts any practitioner of preventive medicine is 
that whenever he prevents any illness or tragedy he de- 
stroys the evidence that anything has been accomplished! 

I firmly believe that both the treatment of mental ill- 
ness and the promotion of mental health are necessary 
in any well-conceived community program designed to 
reduce crippling emotional conflict. To throw up our 
hands and stop promoting mental health programs be- 
cause we cannot define mental health or can portray 
results only inexactly is to show both lack of common 
sense and lack of courage. Improving mental health in a 
community resembles, in some ways, the efforts of par- ; 
ents to improve family life. There may be few quanti-1 
tative guideposts, but good and bad practices are + 
vious. Whether we think promoting mental health i 
feasible is of small moment—we can all unite on ania 
ing to prevent mental illness and let the semantics go. 

A part of the difficulty we face in developing sym- 
pathetic and understanding attitudes toward emotional 
distress on the part of community leaders stems from 
prevailing concepts of mental disease expressed by physi- 
cians who are not psychiatrists. The idea that all illness 
in which the human being is attacked by something from 
the outside, a bacterium, a virus, a traumatic object, or 
from the inside by a new growth or a degenerative proc- 
ess, is accepted far too literally. We often hear the 
statement, “Mental illness is just like any other illness,” 
as if it were as clean-cut in its origins and manifestations 
as a bout of Asian influenza. The more we can get across 
to our lay citizens the idea that mental illness is usually 
the result of long-continued, adverse emotional condi- 
tions, the faster will be our progress. Organic conditions, 
inherited traits, and biochemical abnormalities are all 
important, of course, but undue reliance on these expla- 
nations tends to reduce the feeling of responsibility as- 
sumed by community leaders and professional people. 
Emphasis on social and cultural factors as precursors of 
mental disease heightens a sense of responsibility, but 
may also arouse many strong resistances. Some of our col- 
leagues even see something vaguely subversive in such 
an approach. Unfortunately those who regard human be- 
havior solely from the social and cultural point of view 
are as liable to distortions as are those whose approach 
is purely physiological. 


One simple way of getting helpful ideas across to 
the general public is to point out the basic sources of 
conflict, unhappiness, and inefficiency. These include iso- 
lation or feelings of isolation, rejection by persons one 
wishes to love, and prejudice and its effects, particularly 
unfair discrimination. Children who have inadequate or 
inappropriate examples set by their parents are particu- 
larly vulnerable to emotional stresses. If the behavior of 
parents or other influential adults in children’s lives is so 


inconsistent that children are unable to predict when 
their own behavior will be appropriate, potential trouble 
is brewing. Children are remarkable imitators; unfortu. 


nately, they are not selective as to what they imitate. 
Persons who experience these interferences and de. 
privations—and everyone does—make allowances for them, 
But when any one person sustains too many impediments 
to successful ‘adaptation to his circumstances, his capacity 


to make appropriate allowances decreases or disappears, 


This illustrates an important point, i.e., that we who are | 
trying to promote mental health and prevent mental ill. | 
ness are not suggesting that we can eliminate all con. ! 
flict, anxiety, fear, or other temporarily unpleasant emo- 
tions. Indeed, even if we could do so, it would not be | 
desirable. But we are trying to help people learn to deal 
with the usual hazards of living without paralysis of will 
violent resentment, or crippling anxiety and, as a result, | 
with increased maturity. 


It one or any combination of these inhibiting factors 
affect a person over a long period of time, a variety of 
results may ensue. Whether a given individual will in 
fact develop evidences of emotional decompensation de- 
pends in large part on his own vulnerability, a propensity 
which in itself may serve as a subject for public educa- 
tion. Those who suffer may do so in a variety of ways, 
ranging all the way from simple unhappiness or discon- 
tent to a full-blown psychosis. Some may become in- 
efficient in whatever they attempt to do, or protect them. 
selves by apathy or alienation. Some will become anxious, 
suffer from physical symptoms, or develop neurotic de- 
fense mechanisms. Others will “act out” their feelings at 
the expense of society. A variety of escape devices il 
be adopted by a considerable number—overwork, 
proper use of ‘alcohol and drugs, wanderlust, or exces- 
sive sleeping. A few may find an outlet in membership 
in one or more “hate groups.” 


But we are herewith primarily concerned with those 
persons who have been exposed to adverse conditions so 
long and with such intensity that they have lost a part of 
their ability to assess reality correctly. Most urgently, we 
wish to get across to the general public that mental ill- 
ness dues not strike people arbitrarily and without reason. 
In so doing, we do not wish to frighten them unduly or 
to give an oversimplified version of how emotional stress 
brings about illness. All too often the talks given by 
psychiatrists from mental hospitals contain so much de- 
scription of dramatic psychopathology that the connec- 
tion between this and the more mundane factors which 
it brought about is lost. Many people, who are unaccus- 
tomed to hearing of symptoms and behavior common- 
place in a mental hospital, use the same defense mech- 
anisms as they do when listening to civil defense pro- 
grams designed to get us all to construct bomb shelters, 

“It won't happen to: me.” Still others may be sufficiently 
sophisticated to look upon such talks as ‘too elemer itary, 
and complain because they are not told what they can do 
to help prevent mental illness. Obv iously no speaker can 
please everyone, but great care is essential in estimating 
characteristics of the audience. 


We have gradually evolved from our experience up 
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when | to now « series of principles regarding treatment of the 
‘ouble | mental! ill with which most of us are in agreement. 
forty. | They ii lude: 

te. ‘1. Che importance of respect for patients as persons. 
d de. 2. -elf-esteem and personal dignity of patients 
them, | should ‘ec respected and cultivated. 

ments 3. ‘lospitalization should be looked upon as tem- 
racity | Porary- if a patient can be helped he will soon return to 
pears, } the comunity. If he cannot be, a home suitable for one 
10 are | With his capacities and difficulties should be found. 

al fospital life should encourage independence, not 


| eon. | induce helpless dependency. 
ous 5. Small hospitals and treatment units are more con- 
‘ot be | ducive to carrying on such personal programs than are 
deal § large impersonal institutions. 


F will 6. Good hospital programs are based on a high de- 
-esult. | gree of community understanding, toleration, and sup- 


h port, particularly from the local opinion-makers. 

7. The more conditions in hospitals approximate 
optinum conditions of family and community living, the 
_ more effective treatment is likely to be. 


These principles should be repeated over and over 
to influential persons in the communities supporting 
| mental hospitals. 

Perhaps a look at some of the obstacles militating 
against full understanding of the mental hospital’s func- 
tion may aid in the removal of some. I do not suggest 
that every member of a community should know all that 
goes on in mental hospitals—this is utterly impractical. 
But, I do think it is as necessary for the community lead- 
ers and other molders of opinion to be aware of what 
goes on and why, as it is for them to know and have con- 
fidence in the bankers, insurance officials, business men, 
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community, 

Isolation of the public mental hospital from the gen- 
eral community has always been and continues to be a 
major obstacle. In recent years, this fact has become so 
obvious that most new institutions are built near centers 
of population and medical training centers. But the cor- 
rection of geographical isolation does not always solve 
the problem. Recently I was talking with a mental hos- 
pital staff member in a psychiatrically remote area about 
the main problems he faces in his institution with its 
2,500 patients. For the most part the physical facilities 
are quite adequate. Much attention had been paid to 
providing treatment for the obvious physical ailments of 
the patients. But I was disturbed to hear that the super- 
intendent does not want more professional help (he has 
four physicians on his staff); he feels that the ideas 
they bring with them always cause more trouble than 
they are worth. My informant said, “A lot of the super- 
intendents feel that way.” I wondered first, “Is my in- 
formant correct in his portrayal of his chief's attitude, 
and if so, is this attitude prevalent in the country?” I am 
sure it is not the prevailing point of view among super- 
intendents of good hospitals, but I am aware that there 
are sections of the country where the mentally ill get 
more consideration than they do in other regions. 

Another obstacle to effective community understand- 
ing is the relative infrequency of contacts between staff 
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and other professional people and organizations in the 
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members and other community leaders. It is not enough 
for the chief administrator to participate in community 
affairs. Unfortunately, the combination of pressure of 
work, relatively low salaries, and_ restrictive attitudes 
make such community participation difficult for the aver- 
age hospital psychiatrist. The more he confines himself 
to caring for his patients, the more ingrown he becomes, 
tending more and more to interpret behavior in terms of 
the presence or absence of severe mental illness in per- 
sons who are not patients. Psychiatrists who work in 
mental hospitals, perhaps more than any other profes- 
sionals, need the antidote of participation in a variety of 
activities in which mental illness is not in the foreground 
of consideration. All of us, no matter what our business 
or profession, tend to become prisoners of our own ex- 
periences, but some freedom and independence of think- 
ing can always be retained if we become aware of chau- 
vinistic tendencies within ourselves and take appropriate 
measures to combat them. 

The ataractic drugs despite their undeniable benefits 
have created many new problems. That many chronically 
ill patients have improved under their influence is in- 
creasingly apparent and enormously encouraging. Others 
have not been appreciably helped. A recent “successful” 
case in which a professor's symptoms of depression were 
effectively held in check by a tranquilizer illustrates my 
point. The physician who prescribed the drug did not 
“believe” in; psychiatry and warned his patient against 
becoming involved with psychiatrists who would stir up 
his personal troubles and make him worse by talking 
about them. The only disadvantage of the “successful” 
treatment in this instance was that, although the profes- 
sor was not depressed, he was apathetic and unable to 
do the active intellectual work that was necessary to 
carry out his teaching. 


I am reluctantly forced to the conclusion, based on 
a great deal of experience with all the professions whose 
function it is to help people who are at odds with them- 
selves or others, that the resistance of the medical profes- 
sion generally to the ideas that are essential in develop- 
ing community programs for mental health and treating 
emotional illness is very discouraging. 1 do not mean by 
this that outstanding leaders in the medical profession 
are opposed to our programs. I am referring to individ- 
ual physicians whose experience with psychiatry when in 
medical school and since they graduated has left them 
with incorrect and distorted ideas of what mental illness 
is and what resources are available to combat it. One of 
my colleagues who directs a community mental health 
clinic, and is doing it well, has found that his chief op- 
ponent is a very successful and most respected physician 
who looks upon talking with patients as an utter waste of 
time. As a board member of the clinic, he repeatedly 
says, “When are you fellows going to learn to work?” 
Then he relates how he sees 70 to 80 patients daily and 
“these people in the clinic take an hour to see one pa- 
tient.” It is easy to see why my friend covets more under- 
standing of his clinic’s function. It may be too that the 
members of the legal profession are as resistant as our 
colleagues; that is certainly debatable. 

Many of the medical columnists who so impress edi- 
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tors, and apparently many readers, also display gross lack 
of awareness of the complexity and subtlety of mental 
illness and health. There isn’t much we can do about 
this until or unless we develop some good writers and 
interpreters who do know how to get sound ideas across 
to the public. 


he “either/or” attitude toward etiology displayed 
by all too many of our own colleagues in psychiatry con- 
tinues to be regrettable, and is a source of much ammu- 
nition for those who resist optimum care of the mental- 
ly ill and mental health promotion alike. No one point 
of view about the management of mental and emotional 
illness is so predominant that it precludes all other ap- 
proaches. Progress in the pharmacology of disease can 
and should go hand in hand with advancement in the 
understanding of unconscious processes, the range of dy- 
namic psychiatry, and application of findings derived 
from sociology, anthropology, and clinical psychology. 
Unfortunately, we persist in a kind of competition and 
disparagement of one another's activities that uncom- 
fortably resembles that between different religious sects. 
Our lack of appreciation and tolerance of each others’ ef- 
forts gets in the way of effective educational programs 
for the community. 

Still another important obstacle is the idea on the 
part of legislators and taxpayers that everything neces- 
sary has been done when fine buildings have been erect- 
ed, and it can be plainly seen that the mentally ill have 
better housing than they ever had before entering the 
hospital. The whole concept of psychotherapy and en- 
vironmental pressures toward recovery is much more 
difficult for the average uninformed person to grasp, than 
is the simpler but traditional treatment by medication. 
The recent trend toward improving the quality and the 
number of staff appointments and emphasizing early and 
intensive treatment, rather than erecting one building 
after another, is not a universal one by any means. 

And finally, there is the item of adequate financial 
support. The late Oscar Hammerstein once said that, 
“Money isn’t everything unless you don’t have it.” With- 
out plenty of money for adequate salaries for staff and 
proper facilities for patients we are fatally handicapped. 
With adequate budgets we are on the spot to prove that 
our ideas about effective treatment are valid. As we em- 
bark on newer and more expensive procedures, we must 
find more economical, yet satisfactory, ways of caring for 
those persons whose problems put them beyond the pos- 
sibility of dramatic recovery. Even if we do live in an 
“affluent” society, we cannot afford to meet all the re- 
quests, however worthy each one may be, that may be 
made for social betterment. We who care deeply about 
the plight of the mentally ill and believe in the possibility 
of preventing illness and promoting health must be espe- 
cially careful not to endanger our claims by promising 
too much and accomplishing too little. 

In our struggles to make ourselves understood we oc- 
casionally encounter criticisms that we must be pretty in- 
adequate or even stupid because we cannot measure ac- 
curately what we have been doing. There is even the 
inference, as I let my paranoid tendencies prevail for a 


moment, that people with good minds do not go int 
fields of study which abound in so many uncertaintie 
Research which imitates procedures current in the na. 
ural sciences seems to rate higher than that which deak 
with the vast sprawling masses of data that seeming) 
defy measurement because the variables are so numer. 
ous and indistinct. 

By a variety of measures we keep our morale intag, 
Some wag has said that psychologists measure unimpo: 


tant variables carefully; psychiatrists measure importar 
variables carelessly. My own morale is boosted by e. 
countering discussions by my favorite authors on thiy 
theme. Among my favorites is Whitehead. In a discus 
sion' of the general character of human knowledge, hy 
speaks of the division of knowledge into certainty an¢! 
probability. He cites Plato as having given “an unrivale! 
display of the human mind in action, with its ferment ¢ 
vague obviousness, of hypothetical formulation, of te! 
newed insight, of discovery of relevant detail, of partic! 
understanding of final conclusion, with its disclosure ¢ 
deeper problems as yet unsolved.” Yet Whitehead sai’, 
that Plato “failed to make clear what was certain; an‘ 
where he was certain we disagree with him.” An attemp 
to fix exact meanings on phrases used in almost any dis 
cipline means that the beautifully organized knowledg: 
“goes up in smoke.” Yet pure skepticism cannot replac 
the lack of certainty. “Complete skepticism involves a 
aroma of self-destruction.” 

In simpler words, we who deal with the vast prob 
lems of mental illness and health must continually condi 
tion ourselves to uncertainty without becoming unhapp 
about it. Our stabilizing influences are more akin to be 
lief and faith than to scientific proof and reason. Yet ou; 
plain duty is to bring more of the material with whic 
we deal into a form which permits reasonable certaint 


And now what can we do ona national scale, as we! 
as in our own communities, that will make possible earl 
er as well as better care for those who become hand! 
capped by their emotional conflicts? It is obvious tha 
no simple solution is in sight. A short time ago I re 
viewed the proceedings of the First International Con 
gress on Mental Hygiene held in Washington just thirt} 
years ago. Practically all the general principles we aj 
cept readily now were most clearly expressed then. Th 
promise of good results in the future, if only the prope 
research could be done, was implied then as our speaker 
imply it now. But have we really made any progress? 

Orville Brim, a very capable sociologist, stated re 
cently that the beneficial results of psychiatry have ye 
to be demonstrated, but until we do know more abo 
the value of both preventive and remedial services, bo 
types of programs must be maintained. For some reas 
or other, many scientists and newspaper reporters § 
to take delight in emphasizing how vague our re 
are, and in implying that we would all do better to i 
the whole problem of mental disease—or at least, that! 


‘Whitehead, Alfred N., American Essays in Social Phi 
losophy, edited by A. H. Johnson, New York, Harpe 
1959, pp. 160-164. 
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an « 0tional reaction I often get on reading their ac- 
cour». But, of course, neither they nor we think that 
we «ould or could stop doing all we can to prevent and 
treat lisease, evidence or no evidence. 

As I see it, we have made progress. An examination 
of pi blic attitudes toward those in emotional distress, 
wheter in schools, colleges, law courts, churches, or 
wherever, shows a much higher level of understanding of 
emotional problems than was evident thirty years ago. 
Furt!.ermore, those persons who have grown up in com- 
munities with enlightened attitudes toward emotional 
disturbances and their alleviation are more prone to sup- 
port inodern programs than are those who have grown up 
without exposure to such points of view. In colleges, we 
see this principle shown in the way students accept the 
need for psychiatric help as compared with the much 
more conservative attitude of their elders, whether par- 
ents or faculty members. There are, of course, many 
exceptions. 

Our task is not only to develop the best possible edu- 
cational programs, each one working in his field of com- 
petence, but also to study the methods and results of 
those programs in such a way that when one person or 
group achieves a real “breakthrough,” other groups may 
adapt the effective methods for their own use. I see no 
alternative to a comprehensive attack on indifference. 
ignorance, or outright opposition to promotion of mental 
health principles wherever they may occur. If we are 
criticized for being overconcerned, for having a missionary 
spirit, or for letting our zeal for action go a little beyond 
our scientifically proved knowledge, I don’t think we 
should be too sensitive about it—just admit there is some 
truth in the allegations and go ahead with our efforts to 
improve the lot of the emotionally and the mentally ill. 


Controlling Bodves 


Discussion Leaders: 


Controlling Bodies—Treatment 


It is now fashionable to decry the effect of talks to 
groups about these problems. With this position I 
strongly disagree. I do agree that poor talks by poor 
speakers to poorly chosen audiences may be worse than 
useless. Given favorable circumstances and effective 
presentations, however, such talks may well serve as 
preludes to constructive action. 

Psychiatrists and their colleagues are presumably ex- 
pert in their ability to promote communication between 
individuals. However, they are notoriously ineffective in 
understanding the subtleties of mass communication. 
The public relations of psychiatry is, in my opinion, in a 
sad state and we need to pay much more attention to it. 
Educational programs that bring us in close contact with 
the sentiment of people of all classes go far to help us 
realize what we are doing that is effective and what 
ineffective. 

Educational programs such as I have envisaged 
should be of long duration, continuously revised, and 
promoted by all sorts of measures, formal and informal. 
In fact, some of the informal and serendipitous efforts 
may be the most rewarding of all if those concerned 
with promoting the program are thoroughly aware of 
what they want to accomplish and how their efforts ap- 
pear to others. 

Among the groups that are likely to be most co- 
operative in such educational endeavors are the organ- 
ized volunteers, pastoral counselors, service clubs, wom- 
en’s clubs, school clinic personnel, family service agen- 
cies, and church groups. Approaches to private phvsi- 
cians, medical societies, judges, court officers, and police 
officials may also be verv rewarding, but the disastrous 
effects of misguided efforts in these approaches must 
always be kept in mind. ° 


JOHN J. BLASKO, M.D., and STEWART T. GINSBERG, M.D. 


Controlling Bodies incorporate government agencies, 
legislative bodies, proprietors of voluntary and private 
hospitals, trustees, budget directors, financing groups, 
the courts, and the police. 


PARTICIPANTS CONCERNED with groups which exercise 
some control over the policies and practices of mental 
hospitals spent most of their tirae talking about financing 
groups, with emphasis on state legislatures, probably be- 
cause the majority of the discussants were state hospital 
people. However, the “four levels” spelled out by one 
group could, with some modification, be applied by pri- 
vate and Federal hospitals to their own specific boards 
and agencies. 

Educating financing bodies, specifically legislatures, 
is a full-time responsibility, and must be met on four 
levels if financing is to be adequate and realistic: work 
must be done with the Governor, with the legislature, 
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‘Ten ‘Tips to Support 


of Community Services 


Enlist broadest possible support. 


to 


Get all health wor! ers cn your side. 

3. Get okay from medical secicty. 

4. Get to the political boss. 

5. Tackle question of costs. 

6. Emphasize rewards. | 

Overcome objections. 

8. Use all media of communication. 
9. Plan your timing. 
10. Be flexible. 


with the various related profes:icns, and with the gen- 
eral public. 

The attitude 0. the Governcer, especially in a period 
of public apathy, can be the catalyst that provides the 
climate for effective development of a psychiatric pro- 
gram in a state. He can pace the le gislature toa positiv e 
program, and this insures that the ‘public will be made 
aware of the need for such a program. Caution is needed, 
however, lest the Governor become too symbolic of pro- 
gram motivation. Efforts must also be directed on a 
very broad front, otherwise a change in administration 
may lead to curtailment or even to cbandorr-ent cf the 
program. 


PERSONAL ACQUAINTANCE IMPORTANT 


The superintendent and ciher members of the hos- 
pital management group should know the Governor per- 
sonally, and have an understanding of his complete 
program. Likewise they should be thoroughly conversant 
with legislative committees—per: nanent and interim—he 
acquainted with the executives of employee groups, with 
labor management leaders, with the personnel of indi- 
vidual “helping agencies.” In this way, the hospital rep- 
resentatives will be familiar with the individual strength 
and weaknesses of many key people, as well as with 
their potential interest and motivation in mental health 
matters. 

On the pzolersicnal level, the use of all the multi- 
discipiinary orgenizations in the mental health and other 
health fields is immensely valuable. If organized medi- 
cine and general hospitals are well-informed about the 
mental health program, much support mav be enlisted. 
especially from general prectitioners and from numbers 
of other ncnpsychiatiic members of the medica! pro- 
fession. 

One danecr ip dealing with fnancine and other 
controlling ¢rcups is to everse’l the petential cf a men- 
tal health wreeras>. Yet there is n--d fer intensive and 
iuctifice’ien of the nee Som beth the eco- 


nenie and the ecc‘al viewpcints, 


In one state, the legislature has been presented with 
two elements needed for a long-range program. One 
element is the need for better physical facilities for the 
“continued-treatment” patient, who will not benefit much 
by intensive treatment; the second is the need for en- 
riched staffing to give better intensive treatment to new 
patients. Taken together, these elements of a long-range 
program would lead to handling more admissions. but 
leave fewer patients permanently in the hospital. Apart 
from social and humanitarian considerations, this wou'd 
save the state 100 million dollars over a 10-year period. 


INTERMEDIARIES NEED INFORMATION 


Intermediaries, such as parents’ groups or mental 
health societies, can help sell a program to the legislature 
only if they are well-informed and sympathetic with the 
hospital’s objectives and treatment philosophy. Armed 
only with good will and ignorance, such groups may in- 
advertently harm the program. Likewise, legislative com- 
mittees, such as Public Health, Finance, Ways and 
Means, and so on, may adversely affect the program if 
they are ill-informed about the hospital. When legisla- 
tive committees and others actually come to the hos- 
pital, and are able to see and discuss the phvsical condi- 
tions and the treatment they have witnessed, the effect 
is usually positive and dynamic. For the same reasons, 
the Governor and the budget director, with their staff, 
should be encouraged to make personal visits to the hos- 
pital. 

The image of the large state hospital held by the 
public has much effect upon its support of programs. 
Correctional and juvenile programs in the same depart- 
ment can detract from and adversely affect the desired 
image of the psychiatric institution as a treatment facility, 
rather than as a custodial catch-all. Even the name of 
the public hospital can be an important symbol, and if 
a name-change could effect a positive impression, it 
should be seriously considered. 


QUESTIONABLE COMMITMENTS 


Commitment laws do not always correlate with 
sound treatment philosophy, and there have been in- 
stances where such laws forced a patient into the hospital 
when admissicn was “both unwarranted and unwise” 
from a treatment ctandpoint. Commitment laws need 
modification to insure medical and lezal collaboration 
prior to commitment. Where the judge is foreed to act 
unilaterally or only with the help of a general physician. 
there are often questionable commitments. To avoid 
such situaticns, some agencies have set up observation 
and screening procedures. In certain areas where mental 
patients come initially under the jurisdiction of the police, 
psychiatric consultation has been provided to the police 
department. Orientation of police officers is desirable, 
so that their role may become complementary rather than 
opposed to the treatment process. 

The policies of the office of the state commissioner 
of mental health. cr its equivalent, were considered ex- 
tremely important in the development of a goed mental 
hea'th program. This cffice should serve as a catalyst 
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rather han as a directive agency. Programs should orig- 
inate | the hospitals, together with the necessary budg- 
ets, al the central office and the state budget director 
should support these programs. 


FORMULATION OF GOALS 


A »ig difficulty is the lack of a clearly established 
goal b hospitals and their central offices. Whether this 
goal is expressed as “good patient care,” “reducing the 
hospit! population,” “a well-rounded program,” or “re- 
habilitution,” it must first be clearly formulated, then be 
made known to staff and pub'ic, and a technique for its 
implementation be outlined. 

Once the goal is established and the program de- 
lineated, it is important to give the public an accurate 
picture of existing conditions, pointing out deficiencies 
as well as good points in the treatment program. 

In dealing with the public, it is essential to single 
out key people who strongly influence public feeling and 
opinion. Here it is important to use practical, human il- 
lustrations, and good specific examples rather than “pro- 
fessional double-talk” to describe program needs. 

Next comes coordinated mobilization of all the forces 


Professional Bodies include referring and consulting phy- 
sicians and agencies, as well as those to whom discharged 
patients are referred, and psychiatric and other mental 
health professionals who provide scrvices to patients. 


DESPITE THE NATIONAL TREND toward a higher admission 
rate coupled with a lower hospital population, discus- 
sants recognized that many problems still exist, and ur- 
gently worked toward finding solutions. They asked such 
questions as: Are the apparent successes attributable to 
better inpatient treatment, or to better communication 
with the community? Are we assuming that everybody 
understands what we are saying. or are psychiatrists and 
their helpers inclined to use esoteric language? Why, 
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in the state, including the legislature, the Governor, and 
the general public. This can be accomplished by various 
means such as the use of the public information educa- 
tion, and communications media—newspapers, maga- 
zines, and local radio and television. This program is 
best carried out by a full time staff member, who will also 
assist mental health associations, legislative groups, and 
voluntary agencies in preparing news releases, speeches, 
and so on. Talks before parent-teacher associations 
and other community groups are properly a part of such 
a program, as are hospital visitations by judges, ministers, 
medical students, volunteer agencies, and other legiti- 
mately interested citizens. 

Such a carefully planned approach—close coopera- 
tion between state authority and hospita's to formulate a 
goal and indicate techniques of implementation, and 
subsequent broadly-based attempts to bring the program 
to the attention of all important segments of the public— 
cannot fail to influence all the forces in the state, includ- 
ing the Governor, the legislature, the financing groups, 
the courts and the police, and the general citizenry. Once 
this influence is felt, all of the controlling bodies can 
better play a part in obtaining appropriate treatment for 
patients. e 


Professwonal Bodtes 


Discussion Leaders: 
HARRISON S. EVANS, M.D. 


J. B. BOUNDS, M.D. 
DAVID F. VAIL, M.D. 


specifically, does there seem to be a greater communica- 
tion difficulty between hospital psychiatrists and other 
physicians than between hospital people and social agen- 
cies? 

The three groups discussing professional bodies 
spent more time exploring their relationships with gen- 
eral physicians than with any other single group. The 
majority of referrals are made by general physicians, and 
much is asked of them in the way of assistance be- 
fore and after hospitalization. Other referring groups 
discussed included the courts, public hea!th nurses, and 
health officers, and much time was spent in exploring the 
services rendered to the patient by social workers, nurses, 
health officers, and family doctors. 
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General practitioners are practical people. They 
want to know specifically what can be done for a par- 
ticular patient. It is no use making general statements 
that mental health services will reduce mental illness, 
that sex-offenders are psychiatric problems. Physicians 
want to know what they personally can do, and what is 
expected of them. While it is difficult to give an un- 
oriented physician information as to how a psychiatric 
patient should be handled, we cannot simply send his 
patient back, with the statement that we can do nothing 
more, and with no recommendations as to his needed 
course of action. Unless we have something concrete to 
give him in the way of information, we cannot expect 
much help from the general practitioner. 


DANGEROUS EXTREMES 


There was some feeling that the private practitioner 
feels superior to the hospital psychiatrist, who in addi- 
tion sometimes labors under the disadvantage of having 
to tell family doctors, families, and the public something 
which they do not like to hear. Both these factors will 
engender hostility. The hospital psychiatrist must tread 
carefully between the extremes of being apologetic be- 
cause he cannot promise to “cure” the patient, or, on the 
other hand, of making promises which cannot be kept. 

Because the average general physician was trained 
at a time when psychiatry played a very small part in his 
curriculum, he finds it difficult to work with psychiatric 
patients. If he does have some success, however, he may 
come to feel that he too is a “psychiatrist’—an attitude 
which will lead to the deprecation of psychiatry as a Spe- 
cialty. Moreover, psy chiatrists themselves apparently 
lack the ability to put over information to their medical 
colleagues as well as to the general public. 

Various methods are used by mental hospitals to im- 
prove communication and therefore cooperation with 
general practitioners. These range from entertaining the 
local medical society at the state hospital once a year, to 
carefully designed training programs for these practi- 
tioners at hospitals or psychiatric centers. Such pro- 
grams enable them to take what is in effect a postgradu- 
ate course in psychiatry. (The joint work of the Ameri- 
can Psychiatric Associ ation with the American Academy 
of General Practice endeavors to encourage this type of 
program. ) 

There are, of course, all degrees of endeavor be- 
tween these minimum and maximum efforts. A psychi- 
atric service in general hospitals is valuable because it 
serves to increase communication between psy chiatry 
and other branches of medicine. Psychiatrists in private 
practice, if they can be induced to work as part of the 
community services, can do much to assist the general 
practitioner by offering solutions to particular problems, 
thus acting more or less in the role of consultant. Private 
psychiatrists can also be immensely helpful if they are 
invited to attend seminars with general physicians. 

Some mental hospitals find it useful to invite the 
family doctors to make professional visits to their own 
patients who have been hospitalized and to continue any 
necessary physical treatment. This not only teaches the 
doctor psychiatry somewhat indirectly—by osmosis if you 


will—but also familiarizes him with hospital procedures 
and makes him more secure in his approach to the fam. 
ily. He can, as a result, greatly increase their confidence 
and understanding of the psychiatric patient by describ. 
ing at first hand the situation in which the patient will 
find himself in the mental hospital. This tends to reduce 
ignorance and rejection both of mental patients and of 
hospitalization. 

Again comes the question of the image of the public 
mental hospital which needs considerable improvement, 
It must be presented, if this can be done honestly, not as 
a custodial institution for the “incurable,” 
pital, which undertakes active and often very effective 
treatment, as well as teaching and research. If a hospi- 
tal has this kind of reputation, the general physician will 
no longer be reluctant to be associated with it. He will, 
on the contrary, seek the professional prestige of being 
known as a welcome and productive visitor. 

But it is not enough to ask physicians into the hos- 
pital. In turn, hospital psychiatrists must go out into the 
community. Only thus can they honestly evaluate and 
meet its needs, and seek solutions to its problems. The 
hospital can expect to get consideration and help with 
its own problems only if it first attempts to satisfy com- 
munity needs. Too often, for instance, the hospital lacks 
information about the patient's premorbid adjustment. 
This the family physician will willingly supply, provided 
that he in turn is informed about the diagnosis, the treat- 
ment possibilities, and the prognosis. 

Many hospitals have found the public health nurse 
a fine resource for obtaining preadmission information. 
This is difficult in some areas because the lines of author- 
ity are vague. Training programs for public health 
nurses and for health officers are found to be helpful in 
improving communications and developing some con- 
tinuity in psychiatric care. The health officer can be a 
good entree into community resources, provided hospitals 
do not attempt to unload “problem patients” on him, but 
honestly work with him to iron out mutual problems. 
Social workers in the community with welfare or family 
agencies can likewise be a valuable source of information. 


HOSPITALS AND THE COURTS 


Referral by the courts leads to all sorts of problems. 
most of them based upon the fact that commitment and 
incompetency procedures still reflect reactionary ideas. 
Psychiatric observation is desirable before a court hear- 
ing, and social investigation should be done before the 
court makes a commitment to the hospital. The courts 
are sometimes tempted to send a person to the mental 
hospital for preventive purposes—for instance, in the case 
of some psychopathic personalities. Since the commu- 
nity rejects such people, the hospital is expected to hold 
them for the protection of society. 

What should be the role and function of the mental 
hospital in promoting collaboration with the professional 
community? Under present conditions, it is generally 
agreed that the hospital has to assume leadership, al- 
though a case can be made for involving the local mental 


health association to assist in motivating the professional 


community to learn more about the hospital program. 
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Should leadership be given by direct service, or indirect- 
ly, by promoting service on the part of the community 
professionals through consultation and similar tech- 
niques? The consultation role furthers the aim of pro- 
viding service, and at the same time serves to educate 
the professional groups involved. In terms of efficiency, 
it may be desirable for the hospital to provide direct 
service, such as for example, diagnosis, even though this 
practice could exclude the community agencies. As so 
often happens, the middle of the road may prove to be 
the most practical route: diagnosis and other services 
can be provided by a community agency, with the con- 
sultative guidance and assistance of the hospital. Finally, 
is collaboration, direct or indirect, better accomplished 
through the medium of the individual case, or through 
such general techniques as the sponsoring of workshops, 
training sessions, and tours at the hospital? 


THE VITAL TIMES 


Whatever the specific methods used, there is agree- 
ment that the state hospital should have significant com- 
munication with the community professionals at four 
vital points in the patient's illness: 

1. The point at which case discovery and screening take 
place; 

2. The diagnostic process; 

3. The point at which referral for community service is 
made; 

4. The treatment process in the community. 

It is obviously essential for the hospital staff to be 
knowledgeable about the sociological, economic, and po- 
litical structure of its community, and of the totality of 
the professional resources available. 

This leads to an obvious conclusion—that every psy- 
chiatric institution should be in reality a mental health 
center for its community. 

Plainly this ideal is barely in the blueprint stage as 
yet, but a number of programs in various parts of the 
country point to the fact that honest endeavors are being 
made to implement this idea. In Connecticut the hospi- 
tals take leadership by trying to enlighten the family 
doctor as to diagnosis and treatments, and by means of 
medical society meetings and personal contacts. Kansas 
City has a psychiatric receiving center which gives ad- 
vice and counsel, with a public health nurse assigned to 
develop continuity of medical care. Health officers at- 
tend an annual two-week seminar in mental health prob- 
lems. 

Chicago has a community service which undertakes 
psychiatric as well as other medical referrals; area psy- 
chiatric consultants will work with welfare agencies and 
accept their referrals. In Seattle, the hospital is attempt- 
ing to act as a coordinating agency by having its head 
social worker operate closely with referring agencies, and 
helping to work out placement of patients after dis- 
charge. This program is in its early stages and there are 
many problems. 

In Ohio, the mental hospitals hold meetings with 
local social agencies, medical groups, and mental health 
clinics, the personnel of which may request the hospital 
to review cases and recommend. programs. There is a 


Professional Bodies—T reatment 


‘Treatment Experiences with 
Professional Bodies 


N. There is too great a tendency to commit 
patients because the professional body, whether an 
individual physician, an agency, or a legal facility, 
is faced with a “problem” that may not be primarily 
medical but for which the hospital is used as a 
“court of first resort.” This would be a satisfactory 
approach if the commitment of the patient were not 
the first step. Too often no effort is made to find 
an alternative. 


2. There is a widespread tendency on the part 
of physicians and courts to make promises to pa- 
tients in order to facilitate admission, such as tell- 
ing them the type of treatment they will receive, 
how long they will be hospitalized, etc., thus putting 
the medical staff of the hospital in an impossible 
position after the patient is admitted. 


3. There is an increasing tendency to treat 
serious psychiatric illness with the new drugs, thus 
putting off a period of hospitalization that the pa- 
tient will eventually need. This constitutes a prob- 
lem because full hospitalization is occasionally 
avoided, but purely pharmacological treatment is 
a trap for many physicians not experienced in psy- 
chiatric matters. 


4. Complicated commitment laws tend to pre- 
vent early admission of cases for which early hos- 
pitalization is most indicated, namely, of the acute- 
ly psychotic patient. 


5. Too often both family and family physician 
are uncooperative in accepting hospitalization for 
seriously ill patients. 


6. In many areas, the health officers (or their 
equivalents ) are markedly complicating the process 
of psychiatric treatment by lack of knowledge about 
this aspect of their job. Many discussants have 
been unable to activate their health officers to ad- 
mit patients who obviously need hospitalization; 
others complain that the health officers in their 
area are too prone to unnecessary hospitalization 
which results in the patient’s discharge within 24 to 
48 hours. 


7. Several discussants pointed out the persist- 
ent criticism from public groups that psychiatrists 
who address them cannot project themselves to the 
laity, do not “get through” because they have moved 
too far away from the typical beliefs and anxieties 


of the public. 


8. Hospitals do not do enough to encourage 
volunteer groups and do not sufficiently utilize 
them when they do exist. 
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free flow of communications between hospital staff and 
community physicians. 

Washington hospitals hold meetings of groups from 
rehabilitation agencies to try to solve both problems of 
communications and problems specific to each attending 
agency. The theory here is that, if all agencies could co- 
ordinate their efforts, the period of hospitalization would 
be shortened. While this hope was not realized—appar- 
ently there was too much communication between too 
many people—the program did help by familiarizing all 
hands with each other's problems. At the present time 
the agencies are working to help the hospitals set up 
orientation programs for public health nurses and social 
workers in welfare groups. 


Community Service Bodtes 


Discussion Leaders: 


ROBERT C. HUNT, M.D., and MRS. ANNA T. SCRUGGS 


Community Service Bodies embrace such resources as 
mental health associations, service organizations, and 
civic organizations. 


AFTER THE USUAL STRUGGLE with definitions, one group 
decided that “any community service activity which cen- 
ters around the patient and includes the participation of 
the families, of the community, and of the hospital staff 
should be deemed a treatment activity.” The subsequent 
discussion was based upon this formulation. 

Both group discussions seemed to have a note of 
optimism and encouragement, and there was a general 
impression of fairly good liaison between the hospital 
and community. Even the problems posed were ques- 
tions for which answers could be found, rather than 
difficulties which seemed insoluble. 

It is the responsibility of the hospitals to provide, at 
the local level, direction and guidance to community or- 


California, hoping to put community programs ong 
sound financial basis, matches local with state funds: gen- 
eral hospitals are building psychiatric facilities and estab. 
lishing psychiatric open clinics. Training programs fo 
all groups concerned with mental health are being set up 
in the hospitals. Public health nurses spend a full week 
getting orientation, and children’s units are being estab. 
lished to which juvenile courts can refer their cases 
Teachers attend talks about the behavior problems of 
children. In southern California, judges have been per. 
suaded to send all geriatric cases to nursing homes or! 
sanitariums for a month-long period of evaluation before | 
definitely deciding they require commitment to a men- 
tal hospital. 


ganizations, in order to prevent overlapping and duplice | 
tion of services which lead to discouragement and loss of 
interest. In the end the patient will benefit most through 
two-way cooperation. In other words, the hospital -must 
offer service to the agencies, as well as the agencies giv- 
ing assistance to the hospital. 

Agencies mentioned as cornerstones in the program 
included state mental health associations, the Red Cross, 
church organizations, women’s auxiliaries, men’s service 
clubs, Chambers of Commerce, veterans’ organizations, 
various civic and fraternal groups, commissions for the 
blind, Alcoholics Anonymous, and associations for re- 
tarded children. Hospital relationships with these groups 
are good, and the task of the hospital is to devise ways 
in which productive use can be made of the support they 
offer. 

A specific example of good cooperation at the local 
level is the screening by the Red Cross of all volunteers. 
In one community, the Red Cross even screened those 
who wished to work as individuals, rather than be iden- 
tified with any specific organization. 

But the hospital also has a responsibility to provide 
good volunteer orientation, centered around the needs of 
individual patients. The formation of women’s auxili- 
aries in mental hospitals, patterned after those which 
operate successfully in general hospitals, is valuable. The 
utilization of the services of young people, either as vol- 
unteers or as part-time workers, has the added benefit of 
increasing the understanding of the younger generation 
of the needs of mental hospitals and their patients. 


Most hospitals have resident chaplains, but much} 


more could be done by providing additional contact be- 


tween the patients and dedicated church groups on @/ 


nondenominational basis. 


There is great need for improvement in the liaison © 


between the hospital and such local news media as press. | 
radio, and television. State mental health budgets should 
provide for a good public relations officer at each state 
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instit: tion; if, in addition, the hospital has a paid director 


of vo. inteer services, these two people together can pro- 
vide «© team approach to acquaint the community with 
the h spital needs, as well as provide the avenue of ap- 
proac from the community more directly to the patient. 


Every state hospital is faced with the problem of the 


lack c adequate funds to provide a complete program of 
care, .nd it is therefore their duty to assume a more 
forcetiil role in encouraging or soliciting help from 


comminity organizations. Moreover, not all hospitals are 
doing all they might do, even with their limited staffs. 
The question then is how the hospital staff can become a 
more integrated part of the community, in order to se- 
cure the needed help, and at the same time, serve the 
agencies themselves. Basic approaches include: 


1, Encouragement of hospital personnel to join commu- 
nity groups in order to foster better understanding of 
the hospital in the organizations to which they 
belong. 

2. Recognition by the states that the hospital is no longer 
an isolated community within itself, and the provi- 
sion of a living wage for employees so that they may 
reside in the community rather than on the hospital 
grounds. 

3. Willingness of hospitals to open their doors and where 
feasible make their facilities available to the com- 
munity. 

Questions, at least partially unanswered, or to which 
new and different answers would be helpful, include: 
(a) Should the orientation of the community be to the 

hospital, or to the patient? 
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(b) How can we establish a reciprocating system among 
community, patients, and hospital, rather than con- 
centrate only upon what the hospital can get out of 
it? 

How can we utilize both altruistic and nonaltruistic 
motives in introducing the community to the hos- 
pital? 

How can we involve community bodies in eliciting 
what can be done for the patient rather than to him? 
How do we bring about a participating working re- 
lationship between the hospital, the patient, and the 
community? (The problem is one of strangers trying 
to understand each other. ) 

Where does the leadership come from, and how do 
we create it? Is it entirely in the hospital, in the 
community, or in both? 


(c) 


(f) 


To answer these questions, the “we/they” relation- 
ship often held by the hospital must be overcome. While 
there should be no “curiosity” visits allowed in the hos- 
pitals, legitimate visitors should be encouraged. Patients 
themselves can do much to further understanding by 
acting as hosts to such people; this is one way in which 
the voice of the patients can be heard by the public. 

Positive contributions being made by community 
service groups include their help in securing financial 
support for community mental health programs in co- 
operation with the local mental health association; the 
work done by these agencies with nationality groups and 
labor unions; the orienting of high-school and college 
students to mental hospital programs; and the sponsor- 
ing of individual patients by community service groups. e 


The Scientefic Community 


Discussion Leaders: 


ROBERT H. DOVENMUEHLE, M.D., CLYDE MARSHALL, M.D., 
and PAUL PENNINGROTH, M.D. 


The Scientific Community covers the A.P.A., the A.M.A., 
and other medical associations, county medical societies, 
research and educational groups, and publishers of pro- 
fessional and educational journals. 


Two OF THE THREE GROUPS engaged in discussing the sci- 
entific community found some difficulty in defining their 
task, with the result that one discussed mainly national 
organizations, such as the American Psychiatric Associa- 
tion, the American Medical Association, and others, while 
another concentrated most of its attention upon local 
medical societies and other local professional associations. 
The third group, apparently having no such difficulty, 
covered both areas of discussion. All three groups were 
in general agreement about the nature of the problems. 

Plainly, solutions must be sought both at local levels 
and through national organizations. Both levels of the 
“scientific community” can do much to promote im- 
proved patient-care. 

Among problems identified are the many conflicts, 
for instance, of interest, theory and practice among the 
various medical specialties, and also among members of 
different mental health disciplines. There is much con- 
fusion about areas of responsibility and appropriate func- 


| 
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tions, which must be clarified by professional people 
themselves at all levels. 

Related to these conflicts are various professional 
attitudes which adversely affect the treatment of psychi- 
atric patients. Psy chiatry has been for too long the 
orphan of the medical profession, seeming to nonpsychi- 
atrists to be too diffusely connected with other medical 
specialties and with general medicine. One reason is that 
university medical schools and mental hospitals have not 
developed sufficient comrhunication; not only is there too 
little psychiatry taught at the undergraduate level, but 
even residents in a university setting treat but a handful 
of selected patients, and rarely experience the responsi- 
bility of handling several hundred, quite unselected, in 
a large hospital-setting. Medical schools seem poorly in- 
formed about the special needs and problems of mental 
hospitals, with the result that students and residents are 
discouraged from developing any interest in them. Simi- 
larly there is a need for public health and mental health 
groups to understand one another's different points of 
view. 

Recruitment of young men and women into the 
various disciplines related to mental health is an urgent 
matter. The brightest of the medical students are not at- 
tracted in sufficient numbers to psychiatry as a specialty. 
Social workers, traditionally trained to be somewhat de- 
pendent upon a supervisor, ‘shrink from the responsibility 
of handling a large caseload with the minimal super- 
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vision offered in state hospitals. The specially trained 
psychiatric nurse doesn’t want to become so involved 
with the administrative routines of a large hospital that 
her direct work with patients is sacrificed. 


SOCIALIZED MEDICINE? 


Another difficulty is the attitude taken by some 
physicians that mental hospitals are practicing “social- 
ized medicine.” This type of state medicine has been 
in existence in the United States for at least two hundred 
years. Needed is a healthier understanding of the neces- 
sity, within our existing social structure, for a state men- 
tal hospital system, and of the type of medicine which 
must be practiced in such a setting. A suggestion was 
advanced that the A.P.A., the A.M.A., and the American 
Academy of General Practice might work together to 
develop: a better understanding among general physi- 
cians of the true nature of state ‘hospital medicine. 

Medical societies, feeling threatened by possible 
encroachment by state services, are not inclined to be 
especially cooperative with mental hospitals and clinics. 
Relations between the clinics and hospitals themselves 
are often poor. Roles and functions between psychiatry 
and allied disciplines are poorly defined, and even in- 
dividual psychiatrists have difficulties, involving personal 
value systems, status differences, and the amount of 
emphasis each is inclined to place on the welfare of his 
patients. 

There are many possible solutions to the problems 
enumerated, some of the most effective being through 
action by national associations. Recognizing the need 
for discussion about some particular problems, such 
groups can bring together the people who can contribute 
solutions to a better understanding. The A.P.A. Mental 
Hospital Institutes are an example of this. Local meet- 
ings can likewise be arranged to provide for an exchange 
of information and opinions. 

The scientific community, in any of its manifesta- 
tions, can publish and distribute helpful material. News- 
letters from sections, from mental hospitals, or national 
bodies can be helpful in acquainting others with the ac- 
tivities in hospitals, and can provide guides and instruc- 
tions to state hospital staffs. An example of a useful na- 
tional publication is the A.P.A. hospital journal, MENTAL 
Hosprrats, the February issue of which contains the 
report of the annual Mental Hospital Institute. 


MORE SERVICES NEEDED 


But it is not enough for the A.P.A. to hold Institutes 
and to publish material. It should make its services avail- 
able to aid groups in the problems which confront them, 
and to provide whatever consultation is indicated. (The 
consultation should be initiated and made available, but 
not, of course, imposed on hospitals.) One group felt 
that the A.P.A. had made a serious error by discontinuing 
the services of the Central Inspection Board. Now the 
mental hospital is in the position of being judged by 
criteria designed for general hospitals, standards which 
are basically unrealistic for the majority of large state 
hospitals. Accreditation by unrealistic standards will re- 
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sult in the destruction of proper recognition by psychi- 
atry. 

} National professional organizations can assist in re- 
cruitins personnel into the mental health professions— 
for exainple, by helping junior colleges organize nursing 
programs, and by encouraging hospital nursing schools 
to emphasize the nursing needs of mental hospitals. it 
needs «re pointed out by a responsible national body. 


The Patient-Community 
| Discussion Leaders: 
NELL T. BALKMAN, R.N., and T. ]. BOAG. M.D. 


The Patient-Community refers specifically to the other 
patients with whom a patient is associated either in or 
out of the hospital. 


+ CuriousLy ENOUGH, staff members in mental hospitals are 
often completely oblivious of a very obvious fact: that 
whenever a group of people, including mental patients. 
: are placed together in limited physical surroundings and 
' ina particular situation, a social system develops. The 
reports of sociologists who sit and observe ward inter- 
actions are frequently a revelation to the staff. Lines of 
communication and authority exist among the patients 
themselves which are apparently unrelated to the overt 
social system set up by and within the purview of the 
staff. Yet it is impossible to discuss the patient-commu- 
__ hity in a vacuum, so to speak, because relations with and 
among staff members greatly influence its nature. 
Many factors, of course, influence the patient-com- 
munity, among them the physical surroundings in which 
the patients live; the size of the ward; hospital policies 
regarding visits, clothing, and wearing of personal jewel- 
ry; and whether the ward is open or closed; as well as the 
attitudes, spoken and unspoken, of the hospital staff to- 
ward the patients in terms of hopefulness, respect. friend- 
liness, and so forth. 
The effects of the patient-community upon the 
course of the illness of an individual patient may be posi- 
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Joint planning on the national level between various 
professional groups can do much to encourage or even 
conduct research to determine why similar practices 
seem to have varying results. All too many good research 
projects are ignored, or never undertaken because of the 
difficulty in obtaining publication of the results. Teach- 
ing standards too could be lifted if national organiza- 
tions would take the leadership. e 


tive or negative. On the positive side, there are very 
definite therapeutic values, often-unsuspected by the pro- 
fessional staff members, who take credit to themselves or 
their therapy for a remission; on the other hand, relation- 
ships within the special community of patients can be 
extremely damaging. 

One of the major causes of a damaging situation 
seems to be the patient's loss of his own sense of identity 
and his tendency to assume roles which are not genuine, 
but are projected upon him by other patients or by the 
staff. The manner in which he was admitted, and his 
initial orientation to this strange, impersonal institution 
will be significant. If he is forced to surrender his wed- 
ding ring, his watch, and other personal effects, this will 
contribute to his loss of a sense of identity and of per- 
sonal dignity. 

Being called by his first name may assail his self- 
respect, although this may have a good effect upon some 
and a bad effect upon others. Staff members who in- 
crease his dependency by doing things for him rather 
than with him, and defeatist attitudes toward him per- 
sonally or toward the group in which he is placed also 
serve to debilitate his ego-strength. Along with such 
weakening influences comes overdependence upon the 
hospital, which may be, in many respects, quite a pleas- 
ant place. 


THE PATIENTS’ GRAPEVINE 


In the end, the patient becomes a full member of his 
ward-community, and like a prisoner, will be ready prey 
to the contagion of false rumor, defeatism, and the un- 
reliability of the grapevine system of communication be- 
tween patients. “If you go to electroshock on Wednes- 
day, it means you will be here for six months’ —this from 
a fellow patient is more readily believed than the truth- 
ful statement of the nurse or doctor. “Patients who have 
been in here a long time know what goes on; they know 
the routine. The doctor or the nurse just tell you some- 
thing to keep you quiet.” 

Dangerous alike to the weary, gullible old-timer and 
to the anxious newcomer are those fellow-patients in 
good contact, who talk sensibly and practically. A man 
can rely on these patients—even when they remark quiet- 
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ly; “If you let them take you up for treatment, you'll 
come back deformed.” 

The groups of patients who are irritable and hard to 
get along with cause trouble and also suffer themselves 
in the patient-community. They have been rejected on 
the outside; they are rejected by fellow patients. 

Feelings, attitudes, atmosphere, and ideas of all 
kinds are communicable. They can be described as 
endemic—these sick ideas which go through the air. 
These are the forces which staff members must combat, 
but of which they are all too frequently unaware. 

We are not quite clear, for instance, what proportion 
of patients are susceptible to the influence of others, or 
how patient-to-patient relationships in a general hospital 
differ from those in a mental hospital. The same feel- 
ings, anxieties, and uncertainties are present among gen- 
eral hospital patients, but seem to be demonstrated to a 
greater degree by patients in mental hospitals. The pub- 
lic, while more or less aware of the goals of a general hos- 
pital, is unclear about the goals of the mental hospital; a 
stereotyped and false image still prevails. Thus, within 
the social structure of the mental hospital ward, there is 
greater uncertainty, which is immediately reflected in the 
patient-to-patient relationships. To remedy this. can we 
not be honest with individual patients as to their prog- 
nosis and possible length of stay in the hospital, as we 
are with general hospital patients? Cannot the psychi- 
atric nurse, with proper background and preparation, be 
of more assistance to the psychiatrist in interpreting to 
the patient his present status and future prognosis? The 
patient wants to know, and is indeed asking for infor- 
mation. The difference between the general and the 
mental patient may only be one of degree. Everyone who 
goes into a hospital feels somewhat helpless; his role is 
passive—he runs the same risk of losing his identity. Yet 
the general hospital patient, reinforced by reliable infor- 
mation from his doctor, is not so subject to false rumor 
from fellow patients. 


ADVERSE FACTORS 


Thus among adverse factors can be listed: misinfor- 
mation given to patients by others about ward activities 
and treatments; the interpretation of one another's symp- 
toms (like two old ladies, one with diabetes and one with 
heart trouble, swapping medications); threats and ru- 
mors; the feelings of withdrawn and depressed patients 
toward disturbed and hyperactive ward-mates; the anx- 
iety of some increased by a large number of patients on 
the same unit; rejection by community and family; length 
of time in hospital; and an admission ward with all kinds 
of patients, regardless of the degree of their illness. 

Contributing to these adverse patient-to-patient re- 
lationships are the basically unhealthy attitudes of the 
patients themselves, of their families, their communities 
and even of the hospital staff itself toward mental ill- 
ness; the therapeutic needs which are not being met be- 
cause of the physical and emotional environment; the dis- 
torted communication among the patient-community; 
and the poor orientation to the hospital. 

The discussion leader recorded an interview she had 
set up with 27 patients before she came to the Institute. 


She had told them about this discussion topic and the 


task which had been assigned. The following expresses, 
in their own words, the patients’ ideas of the negative } 
factors: 

1. Close confinement with other people. 

2. To go home and before too many weeks have to 
return to the hospital. 

3. Irritability and displacement of feelings on fel. 
low patients when their personal clothing, etc., followed } 
several days after their being transferred to another unit, 

4. Patients that are nervous make other patients | 
nervous. 

5. In large groups, you lose your identity and not 
much attention can be paid to you. 

6. Locked doors when you come alone to the hos. 
pital or come because you know you need to come. 

7. Sicker patients being with patients that have im- 
proved. 

This same group of patients presented the following | 
comments about helpful relationships with fellow pa- 
tients: 


1. It has been very helpful by other patients letting i 
me help them— teaching them to play chess, etc. 

2. Greatest help is compatibility of the men. If they | 
do not get along, the men become depressed. 

3. To communicate with each other—we need more 
of this. 

4. To not lose identity and be able to select good 
associates. 

5. It's a prime matter of indifference because a per- 
son can be at home in a small village or they can be 
isolated on the streets of New York. It depends on the | 


person's personality and reactions. 


6. Small groups help you to know other people and 
to be known. 

7. Patient Council—You've got somebody you can 
talk to that can talk to the doctor when you are not able 
to express your needs to him. 

Some of the methods described by participants to + 
combat deleterious aspects of the patient-community are 
endeavors to improve these situations described by pa- 
tients themselves. One is the division of the hospital into 
small units, within which it is easier to recognize individ- 
ual needs and to diversify treatment procedures and com- 
munications. Then there are the various attempts to 
structure group communications to avoid sick or un- 
healthy ideas, such as, for instance, patient-councils and 
similar groups. (In this connection, the terms “patient 
government” and “therapeutic community” came in for 
considerable criticism. Patients, it was said, never really 
govern themselves, and treatment responsibility must al- 
ways be in professional hands. “Patient council” was 
suggested as a substitute term. ) 

In patient-groups, individuals can be encouraged to 
plan their own activities cooperatively, and to increase 
their sense of responsibility for self-care, recreation, or 
even for helping other patients. A disadvantage in the 
so-called “therapeutic ou’ is the emergence of 
over-aggressive leaders; to counteract this, it was sug- 
gested that staff guidance be ever present, even though 
it is somewhat covert. ) 
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terpretation both to patients and to relatives of the 
treat’ ent goals as early as possible—even, if possible, 
befo:. the patient's admission—will do much to break up 
rumc formation among patients, and to dispel excessive 


anxic’. and hostility among relatives. Ward conferences 
are hi pful, not only in answering questions, but in allow- 
ing p ‘ients to express their feelings. Among other sug- 
geste: solutions were combining the rejected group of 


patie: s with the accepted—i.e. the “chronic” with the 
“new!. admitted active treatment”; smaller groupings of 
patients and socializing with the “rejected” in a group 
and idividually, especially during the evening hours 
when these patients feel so alone; group therapy; psycho- 
drama (role playing); consulting groups of patients as to 
how they feel the problems confronting them could be 
solved: continuous inservice training of personnel; volun- 
teer contributions—invaluable since they bring the com- 
munity to the patient; and the promotion of public edu- 
cation and support. 

Nor must the contributions made by the patients 
themselves be overlooked; they must be actively encour- 
aged. Among them are the group activities organized by 
patients, and the development of the patient-council into 
a responsibility-accepting body which helps make some 
of the ward policies and sees to it that they are carried 
out. 
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_ The principle involved is the importance of the pa- 
tient having a part in the patient-community and sharing 
in the decisions made. The patient is the one who knows 
what is going on in a given patient-community. We (the 
professional staff) are in our ivory towers ordering; pre- 
scribing, directing, and the patients are doing just the 
opposite. They are conniving, asking for, and getting 
around, working one against the other; the aide is in the 
middle and does not know with whom he should identify. 
He either identifies in an unhealthy way with the pa- 
tient, or in an unhealthy way with the staff member. So 
we have three worlds pulling in three different direc- 
tions. We cannot work without the patient. He is the 
most important team-member and he is the one who is 
really the expert. He knows what other patients do at 
night, which nobody else knows because there is only 
one aide to 40 patients. The key problem is the resist- 
ance we run into of one patient being unwilling to “tell 
on” another. We have to overcome this idea and commu- 
nicate to patients that they would really be relating in- 
formation that would help. This is training the patients 
to be therapists. They learn to identify and feel for the 
other patient, discover what his problem is and how we 
can help. This is giving them responsibility in decision- 
making. This is truly patient-government and _patient- 
participation. e 


The Patient’s Socal Communaty 


Discussion Leaders: 
R. A. CLELLAND 


% 

owt 


The Patient's Social Community takes in his family, his 
neighbors, his employer or school, his church, and other 
groups with whom he normally associates. 


THE TWO GROUPS discussing this subject at the Institute 
found it extremely difficult to differentiate between 
treatment and aftercare as they are affected by this spe- 


, and PETER A. PEFFER, M.D. 


cific community body. However, they accepted the as- 
signment as charged and generally solved the division 
of treatment and afteecere by centering their discussions 
around the persons or groups in the above definition who 
were most closely allied with the patient in the two 
phases. One group did suggest that the patient's family 
physician should have been included in the definition. 

There seemed to be no general area of agreement 
concerning any considerable contribution by this com- 
munity body to the obtaining of appropriate treatment. 
However, the mental health associations were credited 
with effective action in some sections of the country. 

The patient, his relatives, and the hospital itself 
shared about equally in the blame for delaying or dis- 
rupting treatment, with the relatives being given a slight 
edge. Their refusal to recognize mental illness in a mem- 
ber of their own family; their fear of financial insecurity 
if the breadwinner must go te the hospital; their aban- 
donment of patients in the hospital, were all cited as 
deterrents to effective treatment. However, both groups 
agreed that the hospital is responsible through default 
for most of these family attitudes, and that proper edu- 
cation and preparation of families prior to and during a 
relative’s hospitalization could forestall many of the prob- 
lems. 
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In pinpointing resources for informing the persons 
and groups in the patient’s social community, the main 
role was assigned to social service as having the most 
frequent contact with the families. Other resources men- 
tioned were the public health nurse, community social 
agencies as an extension of the hospital staff, the chap- 
lain, the family physician, volunteers, and psychiatric 
teams working in the community. 


MAINTAINING CONTACT 


Discussion centered around ways and means of 
maintaining contact with the patient’s social community 
during his hospitalization. Length of stay was considered 
to play an important role in this connection, since family 
contacts tend to deteriorate and even disintegrate if the 
patient remains in the hospital for a very long period 
of time. In England the family signs a patient into the 
hospital for only four weeks, the theory being that fam- 
ily contact is lost if the hospitalization extends over six 
weeks. Families may return the patient to the hospital. 
however, for such reasons as vacation, illness, or un- 
expected guests, and the hospital gladly receives them 
for these short periods. There are now some hospitals 
in this country who are readmitting patients for two 
weeks so that the family can go on vacation or be free 
to care for another member of the family who is taken 
ill. 

Various modifications of visiting hours are being 
tried to encourage relatives and friends to spend time 
with the hospitalized patient. Many hospitals have rigid 
restrictions against visitors for the first ten days after 
admission, and this is believed by some to be a strong 
contributory factor toward the breaking of family ties. 
A case of “out of sight, out of mind,” so to speak. Nurses 
and physicians were cited as the two groups most resist- 
ant to unrestricted visiting. Further, it was pointed out 
that many hospitals schedule their visiting days or hours 
at the very times when physicians are not available, and 
so the relatives never get a chance to talk to their pa- 
tient’s doctor. One hospital has solved this by setting 
aside one hour daily when all staff physicians are avail- 
able to visitors. 

The admission interview can actually set the tone 
for the patient-family relationship during the entire 
period of hospitalization. Generally speaking, it should 
be as pleasant and informative as possible and the em- 
phasis should be on hospitalization as temporary. It was 
stressed, however, that caution should be observed 
against overoptimism and assurances to the family of 
ultimate “complete recovery.” Many patients upon dis- 
charge still show residual disabilities and the public 
should be educated to this fact. The partial disability of 
the mental patient is no more crippling than the disabil- 
ity of the general medical and surgical patient who leaves 
the community hospital. It does not prevent him from 
exhibiting socially acceptable behavior or being respon- 
sible and amenable to further rehabilitation. It is im- 
portant to point out to the family the numerous assets 
of the patient as opposed to his deficits. It is surely 
a gain when a patient is able to stay out of the hospital 
eight months out of twelve. (In this connection there 


was some feeling that mental hospitals should not show 
undue concern with statistics regarding readmissions,) 

The public health nurse is receiving more extensive 
attention as a resource person in maintaining contact 
with the family and serving as liaison between the pa- 
tient and the community. In one state, at least, she is 
notified at the time a patient is admitted to the hospital, 
She visits the family, interprets the hospital program, 
and stresses the importance of frequent and regular visits 
to the patient. Many hospitals are providing week-long 
orientation courses during which the public health or 
visiting nurse stays at the institution and may be assigned 
a case study. Others send clinical abstracts to the public 
health nurse so that she may be better able to interac 
with, the patients’ families. 

Another approach is the formation of regional com- 
mittees consisting of personnel from various mental 
health agencies. Members of these committees com. 
municate with the family physician and other local agen- 
cies about the hospitalized patient and his family. 


In considering means of educating and informing the | 
patient’s social community about his illness and about / 


the hospital, mention was made of the regular news 


channels such as newspapers, radio, and television. Spe: | 
cial note was made of the hospital-newsletter type of 


approach. This is a particularly good way for the insti- 
tution to keep the relatives informed, stimulate visits to 
the patient, and generally help prepare his family and 
associates for his eventual return to the community. 


VISITING ON THE GROUNDS 


Family-day programs, where relatives and _ friends 
come and visit with the patients, picnic on the grounds, 
plan and participate in social events, etc., are becoming 
more and more common with the advance of the open 
hospital. The relatives recognize that patients need not 
be in locked wards and that the staff is placing trust in 
their patients. This has tremendous meaning for them. 


Regular week-end visits home are a possibility for | 


increasing numbers of patients through drug therapy. 
These too can be turned into a highly effective program 


for maintaining family ties. They are particularly impor- | 


tant as a transition period where the family has re- 


shuffled itself consciously or unconsciously to the eX: | 


clusion of the patient. A word of caution was inserted 
about the need for explaining the use of drug therapy 
to the relatives. The patient who requires maintenance 
therapy is like the diabetic or cardiac who requires daily 
medicine. The relatives should be oriented to the fact 
that their patient is now a changed person who has re- 
sponded to therapy. 


The discussants agreed that all too often'the hospital 


staff which is responsible for the patient’s treatment 
knows far too little about the problems and stresses in 
his social community. Many times these problems and 
stresses arise after the patient has been hospitalized a 
considerable length of time. There are many reasons 
and causes for this and many factors must be considered; 
but in the end it is the hospital’s responsibility to main 
tain contact by all the means at its disposal with the 
social community of the patients under treatment. * 
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The General Public is a heterogeneous group seldom in 
direct contact with the hospital and influenced mainly 
through mass media or word-of-mouth reports from 
others not directly involved with mental patients. 


HosPirAL AND PROFESSIONAL STAFFS are technical experts 
hired by the general public to care for its mentally ill. 
Thus, knowingly or unknowingly, the general public as- 
sumes a certain amount of responsibility for the treat- 
ment of patients in mental hospitals throughout the 
country. The question is how to increase the numbers of 
people in the knowledgeable category; the hopeful para- 
dox is that if this can be done successfully, these people 
will cease to be members of the general public and be- 
come part of one of the specific publics more intimately 
concerned with the hospital and its patients. 

There are several channels through which this con- 
version can be accomplished. Prime among these, of 
course, are the mass information media such as news- 
papers, magazines, radio, and television. Although some 
discussants objected that these media often distort and 
sensationalize material and tend to present the negative 
rather than the positive aspects of treatment for mental 
illness, it was pointed out that this is not always bad. 
Much progress has been made as a result of this kind 
of crisis-reporting. However, a person skilled in the use 
of mass media can serve a vital function on the hospital 
staff by establishing better channels of communication 
with the press, radio, and television. 

Some discussion occurred as to whether the public 
relations approach is “overselling” the mental hospital. 
To avoid this, the public relations person must work 
closely with the superintendent and other top profes- 
sional staff. Thus he can be aware of long-range pro- 
gram goals and strategy, and can use his communications 
skills to develop public support of these goals. One dis- 
cussion leader stressed the importance of a superintend- 
ent's being convinced that a public relations person is 
necessary at his hospital before he approaches a legis- 
lative group to provide funds for the position. 

Other sources of information to the general public 
include hospital employees and volunteers. Both of these 
groups must be given sufficient orientation to enable 
them to keep abreast of policies and programs within 
the hospital if they are to act as accurate sources of 
information to the outside community of which they are 
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The General Public 


Discussion Leaders: 
WILLFRED BLOOMBERG, M.D. 


WILLIS H. BOWER, M.D. 
E. MceNAIR, M.D. 


a part. Their contacts spread in ever-widening circles 
from their families, to their neighbors, to their friends, 
their friends’ friends, and so on; thus they comprise an 
important factor in creating an informed or a misin- 
formed public. 

With the increase of the open hospital and the em- 
phasis on rehabilitation, the patients themselves are be- 
coming ambassadors of the hospital in their day-to-day 
contacts with persons in the community. Whether they 
are good or bad ambassadors depends primarily upon 
the wisdom of the hospital administration in conducting 
its treatment program. 


THE PRIME INTERPRETER 


Probably the one person who can best serve as in- 
termediary between the general public and the mental 
health profession is the general practitioner. He has a 
unique opportunity to interpret the mental hospital to 
his patients and to convince them that inpatient care is 
only one phase in meeting the needs of the emotionally 
disturbed. More and more mental hospitals, realizing 
this, are sponsoring informative and educative programs 
for the general medical physician. 

Mental health associations are also channels of in- 
formation, as are other community groups which have 
some knowledge of what the hospital is trying to ac- 
complish. Many hospitals are opening their facilities to 
such groups for monthly programs or meetings and in- 
tensive tours through the buildings. The speakers bu- 
reaus at various hospitals often provide the lecturer for 
such meetings, as well as for meetings of civic and other 
groups in the community. Staff members serving on 
speakers bureaus have an excellent opportunity to con- 
vert the uninformed general public to one of the knowl- 
edgeable specific publics. 

With all the conversions, however, there will still 
remain a group of people who are not directly associated 
with the hospital or the patients and who, for one rea- 
son or another, do not wish to be. This is not to say that 
these people are totally unconcerned. Just as the person 
who buys Christmas seals has a stake in the treatment 
of the tubercular patient, so the person who never comes 
in contact with the mental hospital, but whose taxes 
help to support it or whose efforts contribute to it, has a 
part in the treatment of the psychiatric patient. ° 
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PREFACE 


A. B. STOKES, M.B. 
Professor of Psychiatry, University of Toronto, Canada 


The Prowswn for Appropriate Aftercare: 


Hos prtal and Communa ty Collaboration 


Aftercare is defined as a program designed to maintain or strengthen the im- 


provement attained by a patient during his hospital treatment and to increase his 


likelihood of making a good adjustment to community living. 


ANYONE TAKING UP THE TOPIC of the discharged patient 
suffers the immediate disadvantage that he cannot make 
sense of his subject unless he refers to all that has gone 
before; it is true that at some particular point in time a 
patient leaving a hospital becomes a discharged patient, 
but in terms of a particular total process he is moving in 
a continuum of events relative to an illness. In a final 
analysis, illness is a breakdown in living; somehow, some- 
where, someway, the particular person has become un- 
equal to the efforts or tasks expected of him. He seeks 
help, or help is sought in his behalf, at first maybe from 
relatives and friends; later perhaps from employer; still 
later from pastor or lawyer or social worker or some 
such significant social focus of aid. At some stage in 
the search, this individual is referred to a doctor and 
thereafter becomes a patient with the connotation of ill- 
ness. 

The doctor-patient relationship thus established 
may be developed by mutual effort to the benefit of the 
patient without recourse to a hospual; but, if and when 
the patient is admitted to the hospital, the doctor is using 
a social institution for his medical purposes. 

The hospital as a social institution is a fascinating 


study in itself. Of pertinence here are two very general 
statements: first, as medical technology developed with 
unforeseeable rapidity, the general hospitals tended to 
lose their earlier human social attributes; second, the psy- 
chiatric hospitals were unable to redress the balance out 
of technical, psychological, and sociological strengths. It 
is very recently that, from the older traditions of mental- 
hospital practice, these strengths have emerged in new 
guise sufficient to implement effective action. Psychiatry 
as a whole, whether practiced in relation to the mental 
hospital or not, has gained in the resurgence. No longer 
is there an unbalanced emphasis on organ-pathology as 
the basis of mental disorder. Not often is there an ex- 
clusive assertion of emotional breakdown ds a_ conse- 
quence of intrinsic personality conflicts. Much more 
emphatically and frequently is there a concern for the 
individual as a psychosocial entity, using his physical, 
psychological, and social strengths to the best of his 
capacity. 

This concern, as an over-all of psychiatric attitude, 
has some implications which require more detailed atten- 
tion. One very important implication for our theme is 
that being in a hospital represents only one phase in the 
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eatment process of disabled people. The phase 
calle’ hospitalization is necessary and important only 
insofa as it allows the maximum of concentrated study 
and a plication of current knowledge. Nowadays study 
and k_ owledge imply very special facilities for investiga- 
tion a d treatment under controlled conditions. But the 
achie, ng of technological advantage and/or conditions 
of beticr control must not be at the expense of the over- 
all treatment situation—the fore-thinking and after-plan- 
ning are other phases of the treatment process to be inte- 
crated with the hospitalization itself. The ill patient re- 
veals limself in the community and will eventually show 
the effects of treatment to the community. Any disloca- 
tion between hospital and community at the place where 
fore-care gives way to hospitalization or where hospitali- 
zation moves on to aftercare is fraught with danger, dis- 
advantage, and ill consequences to the patient. 

It is probable that there would be little argument 
favoring the dislocation of hospital from the community; 
almost all, if not all psychiatrists would assert the prin- 
ciple of continuity of treatment and treatment planning. 
The assertions would car ry, no doubt, many reservations 
as to what any particular treatment plan should be, what 
modifications were necessary as the illness manifestations 
unfolded over a time span, and particularly what balance 
of physical, psychological, and social measures should be 
held. Further, most psychiatrists would state that they 
attend to such a principle in practice. In actual fact, it is 
extraordinarily difficult for all of us not to prejudice the 
patient's notion of psychiatric hospitalization when trying 
to help him before hospital treatment comes up for con- 
sideration. Secondly it is difficult, in working with pa- 
tients in the hospital doing everything possible to mini- 
mize a residual disability, not to derogate or otherwise 
prejudice the need for aftercare. These slants of deroga- 
tion or prejudice feed back to the community with fur- 
ther effects on the principle of continuity of treatment. 

The problem of seeing treatment processes as wholes 
despite the different phases involved is made more diffi- 
cult for psychiatry because of the complicated and arti- 
ficial differentiation of hospitals within the hospital sys- 
tem. The psychiatric division of a general hospital, the 
university psychiatric clinic, the private hospital, and the 
public mental hospital, all have different relationships to 
the community, with different opportunities in different 
areas of accepted responsibility. It seems worthwhile to 
review these briefly in respect to aftercare. 


total 


The psychiatric division of a general hospital takes 
on the meaning of the general hospital in the community. 
It is linked to the community through the family doctor, 
the board of governors, and the visitors with their volun- 
tary associations. The notion of mental disorder is 
euphemized to that of “emotional disturbance.” Treat- 
ment is direct, speedy, and frequently effective—for ex- 
ample, where a fulminant emotional upset is triggered in 
aneurotic subject. After discharge, continued treatment 
tends to be represented by office psychotherapy, social 
casework, and more rarely by therapeutic or social 
groups. Day-hospital facilities are becoming increasing- 
ly available as a transitional service, with the addition 
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of activity and counseling programs. Social replanning 
and readjustments tend to be left to the traditional social 
agencies in the community; in the areas of residual dis- 
ability, the main concerns are the afterproblems of the 
chronic psychosomatic illness and the motivational prob- 
lems arising in the course of physical rehabilitation. The 
general picture is that of moving out into the commu- 
nity in directions concordant with but limited by general 
hospital philosophy. 

The university psychiatric clinic is related to the 
public through its representation of scientific endeavor 
and educational purpose as well as through service. 
Within wide limits any reasonable plan of psychiatric in- 
quiry in whatever field will attract support. Exploratory 
projects have been initiated over wide new areas, some 
in the fields of residual disability and aftercare. But re- 
search explorations are not permanent services and at 
some stage the responsibility of the community to take 
over an aftercare service may become an issue. 


ry” 

The private hospitals tend to be forgotten when 
aftercare services are under review. Because of the as- 
sumption of monetary or class standing, aftercare in 
terms of private patients sounds incongruous. Neverthe- 
less, many private hospitals have contributed greatly in 
particular areas—for example, the follow-through on the 
hospital phase of treatment for chronic alcoholism or 
drug addiction. Here particular linkages with commu- 
nity leaders are often direct and supported by private 
funds. 

The public mental hospital, in its rapid emergence 
from the lonely state of relative public neglect, found it- 
self strengthened in its original purpose of caring for 
people until a remission or respite of illness came about. 
The remission possibility had been hastened by active, 
usually physical, therapy with supportive psy ‘chother rapy. 
But the effect of such therapy had not been exploited by 
further psychological or social efforts. Readmissions or 
failed discharges tended to offset the “return to commu- 
nity” gain. The community, implicated in the aftercare 
of current cases, became critically aware of a stagnant 
chronic mental hospital population. The climate of criti- 
cism evoked new notions of liberal care with an empha- 
sis on freedom, open living, living in some kind of com- 
munity relationship, if possible living in the community. 
The mental hospitals have heretofore found themselves 
responsible for three general kinds of services subsequent 
to the active treatment hospital phase: (a) the effective 
family and vocational adjustment of well-remitted pa- 
tients; (b) sheltered living arrangements, embracing 
family contacts and work potential from which a later 
“in the community” adjustment might be effected; and 
(c) more or less permanent sheltered living arrangements 
where at least a moiety of family contact and work reali- 
zation is accomplished. 

A short review of the different kinds of psychiatric 
institutions in the mental health field is sufficient to point 
up differing notions about responsibility for residual 
disability in the context of continuity of psychiatric 
treatment from the beginning of breakdown to the end- 
point of best (however partial) remission. Yet, however 
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different in outlook, all are involved in the problems of 
residual disability, carrying their various supporting pub- 
lics with them. If, in the general hospital system, it is 
stated that in this day and age residual disability in men- 
tal disorder need not arise, then the associated laity will 
fault the mental hospital system. If in the mental hos- 
pital system it is stated that the university clinics are ex- 
perimenting and exploring, but are not helping in a prac- 
tical fashion, then the associated laity will lodge griev- 
ances—and so on. The summation of all such profession- 
al and lay attitudes make a climate in which the prin- 
ciple of continuity of treatment meets unnecessary diffi- 
culties and hazards. Nowadays, however, the great atti- 
tudinal problems associated with facts of residual disabil- 
ity are being resolved. It is agreed that even with the 
best exhibition of medical and psychiatric shells a full re- 
mission will, in many instances, not be achieved. But 
equally it is agreed that the situation of residual disabil- 
ity is not only one of deficits, but also always one of 
realizable assets. In short, the objectives common to all 
psychiatrists are to mobilize assets for community living 
and to minimize deficits. 


This is essentially a social concept which envisages 
the psychiatrist undertaking social action. But where a 
patient is concerned, social action is not so much a gen- 
erality as a particularity. Developments and movements 
therefore start in a local scene: the starting point repre- 
sents a local opportunity for experimentation. 

One of the most significant features of the exciting 
developments in social psychiatry is the seizing of local 
opportunity by psychiatrists who have exercised both 
special training and general human qualities. Repeated- 
ly in the literature, the quality of opportunism reveals it- 
self either explicitly or by implication. The particular 
worker has had an idea which he brings to the scene of 
his everyday work; there he relates it to what is happen- 
ing about him, and suddenly timing and relationships are 
appropriate for a testing. The timing and appraisal of 
relationships represent the tactical aspect of work in a 
social laboratory; without an appropriate appreciation of 
the patient’s psychological and social needs, or the atti- 
tudes, hopes, and frustrations of other people involved, 
or of opinion-movements in the community, the psychia- 
trist would not have gained his entry. By being in the 
community, being part of the community, and sensing 
need, he has been allowed to test the application of a 
good idea with the responsibility of proving or disprov- 
ing beneficent effect. 

It may well be that efforts of this sort have been fa- 
cilitated by public education endeavors in the field of 
mental health. The likelihood is the greater the more the 
instruction medium—newspaper, radio, TV, etc.—has ad- 
dressed itself to local groups on specific issues, presented 
in terms of “for” and “against.” But a common-sense an- 
alysis seems to show that such presentations mobilize 
support or opposition to an ongoing venture, rather than 
initiate a new experimental procedure. Similarly, atti- 
tude-research or public-opinion research does not, at the 
moment, seem to offer tools which may be used to great- 
er advantage than may be the perceptions of a social 


psychiatrist working in a specific setting to prepare the 
way for the acceptance of a practical plan of help. At 
any rate the total of social experimentations, startin 
from single points in the community and relevant to 
aftercare and rehabilitation, is beginning to assume large 
proportions with good hope of still further increase. 

The psychiatrist and psychiatric professional worker 
in the community, when he addresses himself to the prob. 
lem of residual disability and aftercare, will have an in- 
creasing awareness of the many public groups and bodies 
which make up the whole of the society with which he 
is working. As he seeks to exploit his timing for planned 
developments, he will find that each group will offer its 
own problems conceived in terms of balance of help and 
opposition. To see these problems sensitively and to 
work with them, the psychiatrist will require some in- 
sight into his own social class positions; they will be mul- 
tiple and various according to how he is perceived by 
others and how he perceives others. A ranging flexibility 
will be required of him in successive patterns of relation. 
ship as he takes up and breaks off the varying contacts 
symbolizing patient, family, friend matrix, acquaintance- 
ship contacts, vocational milieu, community and _con- 
trolling agencies. 

Some considerable emphasis has been given here to 
the quality of ranging flexibility desirable in any psy- 
chiatrist or psychiatric professional worker who is under- 
taking aftercare and rehabilitation problems in the com- 
munity with community cooperation. The artificial and 
complicated separation of the psychiatric hospital sys- 
tems, already referred to, adds to the desirability and 
makes it a necessity. If a functional unification of after- 
care services is to be achieved within an identified com- 
munity, there would appear to be a need for cross- 
appointments between the various hospital systems. No 
doubt the future holds the possibility of some unifica- 
tion of psychiatric hospital services on a regional basis. 
Until that time, although leading up to it, a liberal diver- 
sification of psychiatric appointment would strengthen 
coordination of effort. 


Coordination of effort in the aftercare field cannot 
long remain unstrengthened. As more and more experi- 
mental ventures prove successful, and as localized tacti- 
cal gains add up to advance on a broad front, the need 
to resolve overlap and consolidate organization will the 
more involve community authority. To build up that 
authority now, at a level below governmental political 
authority and more nearly related to community manage- 
ment, will require, not oniy emergent leadership on the 
part of psychiatry, but also submergent leadership. Sub- 
mergent leadership implies.a responsibility to look now, 
in the present, at the ways in which the vested authori- 
ties which we each hold are inappropriate. The purpose 
of such a study would be to determine how we might 
properly relinquish outmoded structured positions and 
plan realignments of position and function suitable to the 
responsibilities of the next generation of psychiatrists. If 
psychiatry is well advanced into its phase of social cor- 
cern, then its own social hierarchy and its own social in- 
stitutions and functions must come under review. ° 
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Controlling Bodies 


Discussion Leaders: 
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JOHN J. BLASKO, M.D., and STEWART T. GINSBERG, M.D. 


Controlling Bodies incorporate government agencies, 
legislative bodies, proprietors of voluntary and private 
hospitals, trustees, budget directors, financing groups, 
the courts, and the police. 


ALTHOUGH IT WAS RECOGNIZED that aftercare, medically 
speaking, is a continuum of total treatment, aftercare 
programs might better be put on a legislative program 
basis in order to obtain the necessary budget support. 
For purposes of this discussion, aftercare was defined as 
a program designed to maintain or strengthen the im- 
provement attained by a patient during his hospital 
treatment, and to increase his likelihood of making a 
good adjustment to community living. Aftercare, in this 
sense, was distinguished from such related programs as 
nursing-home and boarding-home placements, which are 
in reality extensions of hospital facilities, with the patient 
still a part of the hospital census. On the other hand, 
certain family-care programs, in which patient and fam- 
ily are matched in order to strengthen or assist the pa- 
tient’s community adjustment, may be considered as 
aftercare. 

An aftercare program should be carefully struc- 
tured and legislatively endorsed. Legislative bodies, as 
well as the executive branch of the government, would 
be more receptive to such programs if some good method 
of controlling costs could be evolved. 

Some states, Michigan among them, have attempted 
to define a framework for their aftercare program, and to 
seek budget support directly from the legislature. This 
seems more realistic than attempting to operate after- 
care services to the detriment of inservice facilities. Both 
internal staff support and external group support of the 


concept of aftercare are easier to enlist if the program 
is a legislative one. 

Is aftercare primarily a hospital or a community re- 
sponsibility? Opinions seem to be equally divided, but 
with a suggestion that the hospital staff or the staff at the 
state office should take the lead in initiating such pro- 
grams. In some states, because of the commitment laws, 
patients on aftercare status are still the legal responsi- 
bility of the hospital, and therefore the hospital must 
assume responsibility for such a program. Without some 
coordinating body, there is a risk of “fragmentation” of 
the patient—one comment being that the patient “must 
be a pretty well-integrated person to be a good patient!” 
The more community agencies engaged in providing 
aftercare services, the greater their risk becomes. 

Is every patient who leaves the hospital automatic- 
ally an aftercare problem? On the contrary, aftercare 
should be on a selective, individualized basis, according 
to the needs of the discharged patient. Some should be 
referred to specialized facilities, such as those for alco- 
holics, for the aged, to child guidance clinics, family 
service agencies, marriage counseling clinics, even to 
ministers or family doctors. Private psychiatry, too, has 
considerable concern with aftercare, and in Oregon, the 
law recognizes this concern. Aftercare facilities, care- 
fully planned, will further the potential practice of a 
private psychiatrist, and will, in many instances, draw 
such a private practitioner to a community. 


COOPERATING AGENCIES 


A limiting factor in the development of effective 
aftercare programs is the fact that the community serv- 
ices are already overworked and understaffed, and it is 
therefore difficult for them to undertake the additional 
workload of providing aftercare services for discharged 
state mental hospital patients. In spite of this, a good 
working relationship with such services has been estab- 
lished in many areas. Among “helping” agencies utilized 
are social workers in the community; ministerial groups; 
Alcoholics Anonymous; employment agencies, especially 
state employment offices; general practitioners; visiting 
and public health nurses; countv welfare departments; 
employers; the police; judges and other county officials; 
volunteers working with patients in nursing homes and 
foster homes; volunteers working in the community with 
ex-patients; and, of course, the patients’ own families. 
Mental health associations have been instrumental in 
instituting or supporting various aftercare and rehabili- 
tation services. 

State mental health controlling bodies vary in the 
amount of aid given to patients on aftercare status; 
services range from no follow-up, to the furnishing of 
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psychiatric care and medications; some states provide 
medications to ex-patients; others give a fixed financial 
amount for care and/or medications; still others give an 
unlimited subsidy. 

Controlling bodies more concerned with aftercare 
than with inpatient services include state, Federal, and 
private employment agencies; personnel officers of in- 
dustrial plants and other organizations; Goodwill Indus- 
tries; welfare agencies; the state office of vocational re- 
habilitation; and special aftercare clinics. 

“Attitudes” toward the ex-patient are probably the 
most negative factor in aftercare programs—negative at- 
titudes on the part of the hospital staff, of the patient's 
family, of vocational rehabilitation personnel, and of the 
general public. 


Professional Bodies include referring and consulting 
physicians and agencies, as well as those to whom dis- 
charged patients are referred, and other professionals 
who provide services to mental patients. 


INTRODUCTION BY DAVID J. VAIL, M.D. 


THE PROCEDURES AND RELATIONSHIPS which bring about 
certain results in an aftercare program will sooner or later 
bring about similar results in a preadmission program, 
and vice versa. The community physician who has been 
properly educated about the needs of the returning pa- 
tient will tend to be that much more skillful in making 
referrals to the hospital. The doctor, whose preliminary 
inquiry about voluntary admission is well handled will 
tend to be a better friend of the hospital and a better 
resource for posthospital referral. The aftercare process, 
the relationship that becomes the soil of service to the 
patient, begins at this earliest point. I have emphasized 
the positive, and need hardly comment on the negative, 
the bad experiences, except to say that ill-feeling rever- 
berates and that trouble begets more trouble. 

Local community factors and the administrative- 
legal framework in which the hospital operates are bound 
to influence preadmission and aftercare services very 
markedly. The hospital serving an area which is sparse- 
ly populated, poor, and empty of professional people, 


A need for greater assistance from vocational re. 
habilitation agencies was expressed. Their members 
seem to have a tendency to avoid working with ex-men- 
tal patients, but when the counselors have been oriented 
and have been helped to achieve successful results, they 
will exhibit considerable interest in continuing to work 
with such patients. Perhaps counselors who are to work 
with ex-mental patients should be given ~_ training, 

Preparation of the patient— heel “controlling 
factor” in aftercare—was stressed, as well as prepar ation 
of the family and of the helping and controlling agencies 
enumerated. Some hospitals perhaps place tee much 
stress on getting the patient out of the hospital at all 
costs, and thus fail to give him proper preparation and to 
seek a suitable placement if this is needed. . 
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J. B. BOUNDS, M.D. 
DAVID F. VAIL, M.D. 


will have a much different set of problems from those of 
the institution located near a city. Commitment laws are 
important. The hospital which accepts patients only on 
court commitment will have relationships with commu- 
nity professional people, different from those of the hos- 
pital which is geared to a voluntary admissions service. 
One of the main advantages of the voluntary procedure 
is that it provides a sound basis for community relation- 
ship. The medical-certification type of commitment, 
especially where the hospital is permitted a choice of ac- 
cepting the patient, offers a unique opportunity to edu- 
cate local physicians. The aftercare program of a hos- 
pital which operates its own outpatient department will 
involve an entirely different set of relations from those of 
the hospital which must always refer to some other 
agency. 

The real issue, I suppose, is that of responsibility. 
Before a patient enters the hospital, responsibility is dif- 
fused. From the time he comes in, or more accurately 
from the time the hospital makes its own commitment in 
helping to arrange his admission, responsibility is concen- 
trated in the hospital. Regardless of what may happen 
to him after he leaves and irrespective of laws which may 
fix legal responsibility elsewhere, the hospital still bears 
the moral obligation, and this is ultimately the real re- 
sponsibility. 
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l, the realm of law and administrative policy on 
afterc *e, One encounters a wide variety of patterns. 
First «! all, one must single out the agency which bears 
the m.jor portion of the legal and administrative respon- 
sibility for aftercare. A partial list would be as follows: 

1. The hospital itself, through: 

(.) Its own outpatient clinic 

(1) An outpatient clinic staffed and administered 

by the hospital, but located at some distance, for 
example in a city which is the major population 
center served by the hospital 

Traveling clinics 

2. The state mental health service through out- 
patient clinics where patients are referred for aftercare. 

3. The state mental hospital authority through in- 
direct supervision of outpatient clinics or mental health 
centers financed by state and local funds. 

4. The state public health department, through 
clinics or some form of aftercare services quite distinct 
from the administrative channels of the mental hospital. 

5. The county welfare departments. 

6. The county probate courts. 

7. The state office of vocational rehabilitation. 

8. The medical profession. 

I have listed them not in order of importance, but in 
order of administrative logic and the statistical likeli- 
hood (only a guess, really) that administrative or legal 
responsibility will be so fixed. Thus I would imagine 
that the most frequent pattern is where the hospital pro- 
vides its own services directly. It is possible to devise a 
grid and to chart these patterns rather exactly, thus 
making it very easy to pinpoint one’s own hospital or 
state in such a scheme. In Minnesota, for example, the 
county welfare departments, since 1953, have had by 
statutory law the responsibility of providing aftercare 
services. At the same time, some of the hospitals have 
what amounts to a small outpatient service for their own 
dischargees. We have had clinics operated directly by 
the state, one of them exclusively for aftercare. These 
have been superceded by mental health centers admin- 
istered locally with state support. The 1957 law which 
gave rise to the latter development also designated re- 
habilitation of formerly hospitalized patients as one of 
five major objectives of community mental health serv- 
ices. And so it goes—no two states seem to be alike. 


THE UNANSWERABLE QUESTION 


The obvious question is, which system is best? The 
next question is, who could possibly answer such a ques- 
tion? At the heart of it is the eternal constitutional prob- 
lem of depth vs. breadth; efficiency, uniformity, and di- 
rect control vs. diffusion, diversity, and local responsi- 
bility. Many factors such as geography, state economics, 
and adequacy of staff enter into the equation. A trav eling 
clinic works fairly well in New Hampshire, a small state 
served by only one hospital. Elsewhere this facility ap- 
pears to be out of fashion, if not in actual disfavor. Medi- 
cally it is unquestionably better to have the same treat- 
ment team follow the patient after he leaves the hospital. 
This works well in Great Britain, where geography, 
population density, uniform laws, and (dirty word) “so- 
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cialized medicine” combine to make such a system possi- 
ble. But this is not so easily accomplished where the hos- 
pital serves an area comprising a score of counties and 
several thousand square miles, and has about enough 
professional staff to do the inpatient work, and that bad- 
ly. It is painful for the physician to turn over the care of 
his patient to someone else but, more often than not, it is 
a practical necessity. 


CATEGORIZING DISCHARGEES 


One thing to bear in mind is that not all patients are 
of the same type. I have thought of four basic categories 
of patients leaving the hospital: 

l. Patients whose illness is recent, who are articu- 
late, who are, in other words, good psychotherapy cases. 
Such patients are sometimes welcome at outpatient clin- 
ics of mental health centers. 

Z. Long- -term patients reactivated after many years 
of custody. These people need help in basics: finding 
and keeping a job, obtaining suitable lodging, becoming 
accepted in the community, and other case-work con- 
cerns. Here the county welfare workers have a particu- 
larly important role to play. Let me add parenthetically 
that, in the vast majority of U. S. communities, the coun- 
ty welfare department is the only organized social 
agency. 

3. Patients whose needs are predominantly medical 
rather than psychiatric and who may require not only 
nursing care, but specific medical attention. The general 
practitioner is invaluable for such a person in particular. 
(This is not to underestimate the family doctor’s impor- 
tance throughout. ) 

4. The patient on tranquilizers whose medication 
schedule and dosages have been worked out, sometimes 
after months of careful and painstaking work. Nothing 
is more heartbreaking than to have such a patient break 
down and return because a local physician became 
alarmed at so much chlorpromazine, or otherwise 
botched up the medication regimen. If a hospital is to 
operate its own outpatient department, this would be the 
first category of patients to include. 

I would like to mention one important finding which 
emerged from the recently terminated Minnesota Follow- 
up Study. Unfortunately we lack sufficient statistical 
proof. It does seem fairly clear, however, that with given 
staff resources to be applied exclusively to providing 
aftercare, the results are better when this emphasis is at 
the community rather than at the hospital level. We also 
found that the main value of the community staff team 
was not in the direct casework service which it was able 
to provide, but in the consultation, education, and co- 
ordination which it did in relation to other already-exist- 
ing and well-established social and professional agencies, 
and to the local physicians. 

Clearly there is no set way. I personally regard the 
aftercare problem as one of the toughest we have. I also 
think that it subtends the entire field of public mental 
health administration. I am reminded of a dictum of Sir 
William Osler’s which I might paraphrase: “He who 
understands aftercare understands all hospital _psy- 
chiatry.” 


42 Mental Hospitals, February 1961 


GROUP DISCUSSION 


ALL THREE DISCUSSION GROUPS adopted independently the 
same principle, which may be expressed thus: aftercare, 
like hospitalization, is only a phase in the whole thera- 
peutic process, and cannot be properly separated from 
the patient’s hospital experience, or any other part of his 
career as a patient. For the sake of focusing their dis- 
cussion, however, all groups agreed that they would limit 
themselves to those services or contacts which occur di- 
rectly in connection with the patient's departure from 
the hospital, and his subsequent integration into the 
community. 

Here a vigorous complaint was made by one group: 
although there appear to be good prehospital lines of 
communication between the hospital and the community 
professional groups because of the community’s desire to 
get the patient admitted, the posthospital ties are not so 
strong. The referring agencies do not want the patient 
back. Where, however, there are good posthospital re- 
lationships with the participating agencies, the re-admis- 
sion rate is greatly decreased. 

It is difficult to generalize broadly about “the needs 
of the returning patient.” Patients vary widely in their 
proportionate needs for medical care, welfare assistance, 
vocational guidance, and so on. They come from public 
and private hospitals; they belong to well-to-do and not- 
so-well-to-do families. But the basic resources must exist, 
and the hospital itself be willing to take the responsibility 
for prescribing the proper balance of service. Aftercare 
can become just as routine and “institutional” as can the 
inhospital experience, and this will result in dependence 
on the hospital's outpatient department, or on some other 
agency or professional person. 


FLIMSY ORGANIZATION 


There is little agreement as to the proper mecha- 
nisms for providing aftercare. At present, the entire 
structure of such programs is hazy and flimsy, and it is 
debatable whether many mental hospitals have even 
what can properly be called an organized aftercare pro- 
gram. Where there is one, it tends to be centered in the 
hospital itself, and next most frequently, at public clinics 
operated by one state agency or another. 

The really critical issue is that of continuity. Where 
real continuity exists—i.e., communication between hos- 
pital and community—the formal administrative structure 
of the program is.of secondary importance. However 
elaborate the program, it will break down if this continu- 
ity or communication is inadequate. 

The idea reached in Great Britain, where the same 
professional staff meet with the patient in the community, 
follow him in the hospital, and provide him with care 
and supervision after his discharge, has not been achieved 
in this country, although such programs as the Clarinda 
Plan and the program at the Montefiore Hospital, Bronx, 
New York, are brave efforts to accomplish this objective. 

Other attempts at continuity, somewhat less specific, 
are taking place in various states. Ohio has found that its 
chain of small receiving hospitals are able to enlist 
good public participation. The programs spill over into 


contacts with community groups other than those which, 
by strict definition, can be considered professional. (This 
points up the fact that, especially for purposes of after- 
care, it is no more realistic to separate the professional 
from the nonprofessional community than it is to dis. 
tinguish between the official and unofficial community.) 
Community assistance in Ohio, therefore, includes adult 
education programs; state funds for vocational training; 
invitations for hospital patients to attend clubs, art gal. 
leries, concerts, shows, and other community events, 
Union officials visit the hospitals to talk with patients 
about jobs after discharge. The local library extends its 
services to the hospital. Volunteers teach the patients 
to shop, budget, cook, and make clothes. These activities 
permit the cultural growth of the patient, reduce his in- 
security, and finally lead to his acceptance and respect 
when he becomes an ex-patient. 


GEOGRAPHICAL VARIATIONS 


In rural areas of Minnesota there are similar pro- 
grams, with a little more emphasis on agriculture be- 
cause of the nature of the surrounding areas. Oklahoma's 
own hospital social workers do their own follow-up, with 
the aid of the welfare department. Throughout the pa- 
tients’ hospital stay, everything is done to encourage the 
public to come in and in turn to invite inpatients out 
for visits and activities. 

In some hospitals in Massachusetts, private physi- 
cians are invited in to follow their patients, and are often 
induced to work with community agencies, both before 
and after admission and discharge. The social workers 
do much to help coordinate the clinical program, and 
carry on considerable casework with families. As much 
free service as possible is offered to the community, in- 
cluding work with school counselors, with universities 
and with the courts. An increasing number of states are 
working hard to involve private physicians who can, in 
fact, offer possibly the most valuable continuing link of 
all. 

Perhaps a basic problem is the difficulty in re- 
linquishing the patient, but at the same time, in main- 
taining moral responsibility for him. To accomplish this 
apparently paradoxical feat means that the hospital must 
forego direct service after discharge, in favor of develop- 
ing other sources by means of consultation, cross ap- 
pointments, and, of course, continuing communications. 
This broadens the boundaries of the hospital. It requires 
courage, resistance to confusion, and an ability to tolerate 
the itch to protect! 


ENCOURAGING TRENDS 


In summarizing aftercare experiences with profes- 
sional bodies, the discussants singled out several encour- 
aging trends. 

1. The community attitude toward the dis- 
charged patient is improving at least as rapidly as 
had been hoped. Specifically, the attitudes of neigh- 
bors to family-care homes and those of prospective 
employers are becoming increasingly tolerant. How- 
ever, the mobilization of efficient aftercare still has 
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‘o be initiated and supervised by the hospital, if it 
s to be done properly. 

2. Public health and visiting nurses assisting 
vith aftercare programs are enthusiastic about hos- 
ital training programs set up by the mental hos- 
pital to orient them, and in exchange, they keep the 
ospital informed about the progress of discharged 
patients by making frequent home visits. Coopera- 
tion between hospitals and these two nursing 
groups greatly improves aftercare. 

3. There has been consid :able progress in 
Kentucky and North Carolina in transferring senile 
patients from the state hospitals into nursing homes. 
The chief obstacles are financial, budgetary prob- 
lems. In North Carolina, much interdepartmental 
red tape has been side-tracked because the Depart- 
ments of Mental Hygiene and Welfare are under 
the same administrative head. A department of wel- 
fare is felt to be traditionally too concerned with 
costs to be able to offer much cooperation in stem- 
ming the flood of geriatric patients in most mental 
hospitals. 


AREAS FOR IMPROVEMENT 


Concluding their summary on this subject, the 
groups agreed that, while the above trends are encour- 
aging, there is plenty of room for improvement: 

1. There are still large areas wherein we 


Community Service Bodies—Aftercare 43 


could make more use of social service in doing pre- 
discharge casework and aftercare follow-up. Rela- 
tively little use is made of the Council of Social 
Agencies as an aftercare extension of a hospital's 
own social service. 

2. We are frequently requested to make deci- 
sions as to a patient's ability to carry out various 
complicated jobs with machinery to evaluate his 
aptitude to handle an automobile, run a steam 
roller, or sell insurance. As a group we should re- 
strict our tendency to overextend our qualifications 
in specialized fields for the apparent advantage of 
our patients. In many cases, we are ignorant of 
the demands that specialized jobs would make and 
should frankly admit it. 

3. It is all very well to be smugly critical of 
the fact that the general public and the nonpsychi- 
atric physicians have no awareness of the available 
community psychiatric resources that might help to 
avoid unnecessary hospitalization. There is also an 
unflattering mirror image: we find that when our 
immediate therapy is completed and discharge of 
the patient imminent, we are just as guilty of ignor- 
ance and indifference toward what the community 
could offer in the way of aftercare for the patient 
through such agencies as the Salvation Army, Cath- 
olic and Jewish Family Agencies, Family Service, 
Council of Social Service Agencies, and others. 


Community Service Bodves 


Discussion Leaders: 


ROBERT C. HUNT, M.D., and MRS. ANNA T. SCRUGGS 


Community Service Bodies embrace such resources as 
mental health associations, service organizations, and 
civic organizations. 


Too MANY COMMUNITY AGENCIES still stigmatize the ex- 
mental patient, and tend to reject him or to deny him the 
benefits he might otherwise receive. A partial cause is 
the feeling that the state is entirely responsible for the 
care of the mentally ill person, even after he has returned 
to the community. Thus the local community service 
agencies do not accept the fact that his aftercare is a 
part of their function. 

On the other hand, there is a proliferation of service 
agencies, which, as in a comparable situation with pro- 
fessional agencies, results in ex-patients being shunted 
from one to another, and rejected all along the line, until 
many of them “fall between the cracks” and never get 
any support at all. This is attributable in part to a lack 
of understanding on the part of hospital staff as to what 
community resources are available, and how they can 
properly be used. This lack of understanding also con- 
tributes to too great a lapse of time between the actual 
discharge and referral, and the time when the agency 
begins to act. When the necessary action is finally taken, 
it is often too late. 

On the other hand, when there is proper communi- 
cation between the hospital and the community, the 
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community services make great contributions to the 
support of the discharged mental patient. A good ex- 
ample of a useful community service is the placement of 
a patient in suitable employment, or assistance in main- 
taining him financially until he becomes able to support 
himself again. 

Community organizations are very willing to help 
when they understand what the problem is ean what is 
expected of them. A central council of key community 


agencies can be effective in some areas, either in serving 
the returning patients directly or in making referrals to 
the proper agency. This device leads to the aoe elopment 
of better agency acceptance of the patient, and thus to 
his receiving quicker service. 

Needless to say, a good treatment program in the 
hospital results in greater community service coopera- 
tion, and leads to a better acceptance of the patient when 
he is ready to return home. e 


The Screntzfic Community 


Discussion Leaders: 


ROBERT H. DOVENMUEHLE, M.D., CLYDE MARSHALL, M.D., 


and PAUL PENNINGROTH, Ph.D. 


The Scientific Community covers the A.P.A., the A.M.A., 
and other medical associations, county medical societies, 
research and educational groups, and publishers of pro- 
fessional or educational journals. 


THE QUESTION OF RESPONSIBILITY for aftercare programs 
exercised the attention of all three groups concerned with 
the scientific community. If the responsibility is base d in 
the state hospital, the patient may feel as if he is “pa- 
roled” from jail, with return to the hospital hanging over 
his head like a sword. If the district medical society is to 
urge the general practitioner to take responsibility, it will 
be found that some do not wish to treat ex-mental pa- 
tients and that others may not have the necessary skills. 

One group stated categoric: ally that aftercare is a 
community responsibility and that both the staff and the 
operation of aftercare facilities should be community- 
rather than hospital-oriented. This group stated that the 
function of an aftercare facility is to “release patients, 
letting them become something other than “patients.” 
Staffing then should consist of professional people who 
know community resources and are trained to work with 
patients and families in the community. The social 
worker is the obvious choice. Psy chiatrists might be in- 
volved in special instances, but the mental hospital staff 
philosophy should be, “We can't take aftercare responsi- 
bility.” 


Another group emphasized that the role of the large 
mental hospital is changing to one common to any olla 
referral-hospital. This implies that the function of the 

“scientific community” is to stimulate professional groups 
outside of the hospital. Mention of the mental hygiene 
clinic as a resource available to discharged patie nts 
brought out the comment that such clinics are too much 
involved in long-term psychotherapy. This group re- 
peated the oft-heard statement that the mental hospital 
should consider aftercare as its responsibility during the 
actual admission planning, and recommended halfway 
houses, foster homes, and convalescent home-care, super- 
vised by hospital personnel; hospital contact with the 
patient should be maintained. 

The third group concentrated its efforts on the 
difficulties connected with aftercare planning, noting 
that there are two extremes of philosophy: the one, that 
aftercare services are unrelated to hospital treatment or 
prehospital activities, and the other, that aftercare is part 
of the patient's continuing career as a patient. 

There is no agreement on the stage of recuperation 
at which the patient should exchange hospital care for 
aftercare, nor upon the kind of patient who can best 
profit from early discharge with immediate aftercare. 
The location of the hospital, its size, and the kinds of 
service it can offer will determine its discharge policies. 
Unless the hospital can discharge the patient with the 
assurance that aftercare is available, early discharge will 
simply transfer the hospital problems into the community. 


LOST IN THE SHUFFLE 


The lack of organized community services is the 
worst difficulty, especially the unresolved question of 
responsibility. Community agencies, too often isolated 
from one another, will cause the patient to be either lost 
entirely, or shunted from one agency to another. 

The difficulty of obtaining suitable employment for 
discharged patients is one of the most serious problems 
in planning for discharge, and this is aggravated by the 
fact that many hospitals themselves will not hire an ex- 
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patie’ . Yet no great problems nor unsatisfactory experi- 
ences iave been reported by those institutions which 
have  nployed such people. The hospital which expects 
the cc umunity to hire ex-patients should be willing to 
set a1 example. Archaic rules and regulations, such as 
the av omatic cancellation of drivers’ licenses, and revok- 
ing o! wrofessional licenses when a person becomes men- 
tally il, adversely affect employment. Here, it was 
thoug!:t. a national professional body should look into 
this al | related questions, and suggest ways to overcome 
such }ractices and limitations. 

The function of the “scientific community” in rela- 
tion to aftercare services should be to guide hospitals in 
establishing them and to make more exact statements of 
policy and philosophy. The university, a very important 
element in the scientific community, could well take the 
initiative. National professional organizations should hold 
open forums to define the problems. Problem-definition 
may be as important as problem-solving. National bodies 
could also assist by providing liaison, both vertically and 
horizontally, between the A.P.A., the A.M.A., and other 
medical bodies, as well as with such other professional 
groups as the American Bar Association. 

Local medical groups, unfortunately, show the least 
interest in helping to provide aftercare services. Solutions 
will be found primarily through direct and indirect ed- 
ucational practices. Among these might be: the appoint- 


The Patient-Communaty 


Discussion Leaders: 
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ment of local medical personnel as mental hospital con- 
sultants; increased participation by hospital staff mem- 
bers in local medical activities; invitations to medical 
groups to hold meetings at the mental hospital; treatment 
by private physicians of their patients who are in a men- 
tal hospital; and friendly personal relations between hos- 
pital profesional staff and community medical group. It 
cannot be denied, however, that some hospital regula- 
tions and administrative practices interfere with some of 
the educational devices described. 

A very positive factor in assisting in the development 
of aftercare services, however is the technical assistance 
projects made possible by the N.I.M.H. The special 
value of these projects is that they are geared specifically 
to some of the local difficulties. 

One interesting example of first-rate coordination 
and therefore of good aftercare service is a demonstra- 
of aftercare services, however, is the technical assistance 
tion project in a city in Florida in which medical, social, 
and public health agencies, county medical societies, 
and the ministerial group collectively organized aftercare 
services. These agencies are coordinated through a pro- 
fessional committee which meets biweekly. The com- 
mittee secures information about patients about to be 
discharged, assembles all local information about them, 
and then plans which agencies should be utilized for 
the patients’ aftercare. e 


NELL T. BALKMAN, R.N., and T. J. BOAG, M.D. 


The Patient-Community refers specifically to the other 
patients with whom a patient is associated either in or 
out of the hospital. 


BorH GROUPS WORKING in this topic expressed concern as 
to the continuing label of “ex-patient,” which might imply 
continuing stigma attached to the person who has once 
been a patient in a mental hospital. The term, while 
being descriptively correct, has emotional connotations 


which present considerable problems. Another comment 
was that some patients do not have contact with other 
patients once they leave the hospital, even if they re- 
ceive some form of aftercare. And finally, the question 
was raised: Do clubs for ex-patients serve to isolate the 
former patient from the rest of the community, and to 
cause over-dependency, thus slowing down or stopping 
entirely the total readjustment of the individual to the 
general community? 

Again, the problems were resolved by attempting to 
orient discussion toward the specific needs of individual 
patients. Many people with considerable residual dis- 
ability never progress beyond a certain point. and for 
such people, there are only two alternatives, unless some 
intermediary organization can help: to remain in the hos- 
pital, or be rejected once again by the community. In 
the latter situation, some of these people will simply sit 
around in their rooms with nothing to do, and many will 
eventually relapse. For such patients, a therapeutic so- 
cial club can be quite useful, although the presence of 
too many passive-dependent members may have an ad- 
verse effect upon the attendance of others who have bet- 
ter prognoses. 

Generally speaking, more community planning is 
needed; the more facilities and alternatives there are 
available, the more effective the maximum adjustment 
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of individuals to the top of their ability can be. Numerous 
local projects exist, one of the key organizations being 
the so-called halfway house. This term needs further 
definition; it might best be considered as part of a con- 
tinuum of facilities, from the hospital community at one 
extreme, to the community at large at the other, with 
“quarter-way,” “halfway, ” and “three e-quarter-way houses” 
in between. Closest to the hospital would be a ‘house on 
or near its grounds, staffed and administered mainly by 
hospital personnel. As these facilities move further away 
from the hospital, both geographically and psychologi- 
cally, they will become more like hostels, and will be run 
by community organizations. 


GOALS DIFFER 


Some clarification is desirable of the differences be- 
tween day and night hospitals, halfway houses, and 
“therapeutic social clubs.” The hospital, full or part-time, 
is primarily a place where medical treatment is the main 
aim, whereas the halfway house and its relatives have as 
their prime objective the adjustment of former patients 
to life outside the hospital. The further these facilities 
are from the hospital, the less responsibility the psychia- 
trist takes, and the more other people from the com- 
munity become involved. 

In Idaho, two chapters of the New Horizons club 
have found that membership helps give ex-patients self- 
confidence. They like to help one another, and while 
members of the hospital staff frequently attend meetings, 
the patients are not dependent. Far from staying away 
from the community, they are gradually becoming in- 
volved in community activities of all sorts. Their attitude 
is “I am an ex-mental patient. I am well now. I am not 
ashamed of my former illness.” Membership in these 


clubs is voluntary, and members, once joined, seldom 
drop out. 
In other states, similar programs are found to be 


successful. Circle F in Minnesota! is a volunteer organi- 
zation, sponsored by the State Department of Public 
Welfare, the State Division of Vocational Rehabilitation, 
and the Greater Minneapolis Council of Church Women. 
This demonstration social rehabilitation project is direct. 
ed by a trained social worker. In Michigan, state hos. 
pital patients go to social events at the local “Y” where 
they associate with members of the general public as 
well as with ex-patients and volunteers. 

The question of employing former patients in hos. 
pitals as either staff members or volunteers is always a 
hot discussion point. Are such patients likely to want to 
spend the rest of their lives in this environment which 
has proved comfortable and easy, and thus limit their 
possibility of further readjustment to the community in 
general? It is admittedly true that visits to hospitals 
from former patients do stimulate others to want to leave, 
even though previously they had regarded discharge with 
some apprehension. Such “visiting” patients, however, 
should be carefully selected. 

Among practical problems raised was the difficulty 
some ex-patients experience in obtaining prescribed 
medication. Occasionally it will be found that ex-patients 
meeting in groups will borrow or loan drugs to one an- 
other, irrespective of dosage or kind of medication. This 
points up the importance of their being given complete 
information about their medication, why they are getting 
it, what it is, and so forth. e 


‘Walz, Thomas H.: The Circle F Club: A Community So- 
cial Rehabilitation Project, Ment. Hosp. 11:7:36-37, Sept. 
1960. 


The Patrent’s Social Comm unaty 


Discussion Leaders: 


R. A. CLELLAND, and PETER A. PEFFER, M.D. 


The Patient's Social Community takes in his family, his 
neighbors, his employer or school, his church, and other 
groups with whom he normally associates. 


IT Is WHEN THE PATIENT has completed his hospitaliza- 
tion and is ready for aftercare that the various elements 
in his social community assume their greatest importance. 
Once again he is among his associates and their prevail- 
ing attitudes affect him intimately. If these are such 
that he is excluded from jobs, from normal social situ- 
ations, sometimes even from taking his natural role in the 
family, he is a prime candidate for rehospitalization. 
In discussing the problems of securing aftercare and 
continued rehabilitation services for the discharged men- 
tal patient, one group decided that they are much the 
same as those which stand in the way of treatment. Un- 
informed public attitudes and lack of understanding of 
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moc. rn treatment concepts cause communities to refuse 
resp. asibility for returned patients. This is further com- 
plic: ed by shortages of personnel. Hospitals and clinics 
all over the country are crying for trained psychiatric 
work«rs; funds are available but positions are filled only 
by robbing other centers. Again the primary responsibil- 
itv was laid at the door of the hospital. The success or 
failure of aftercare is in direct ratio to the preparation 
and planning prior to and during hospitalization. 

A relative newcomer to the field of mental health 
came in for much discussion during both the treatment 
and aftercare sessions of this particular “community 
body.” This is the trained public relations officer. The 
discussants saw his function as two-fold, with general 
reference to the over-all state problem, and specific refer- 
ence to the relation of the hospital to its community. All 
agreed that a program to inform the public was basic to 
the establishment and securing of aftercare services. 


EMPLOYMENT 


One group confined itself primarily to the employ- 
ment aspects of the patient’s social community, and, in 
fact, both groups devoted most of the second day’s dis- 
cussion to this subject. The general feeling was that 
progress in this area is good. Many large organizations 
are now willing to employ personnel who have been 
mentally ill, and there are a number of excellent pro- 
grams to increase industrial understanding and accept- 
ance of the ex-patient. Some communities have formed 
civic committees of businessmen to help place the men- 
tally handicapped in industry. Others have created effec- 
tive committees consisting of employers, personnel heads, 
union representatives, and mental health professionals. 

But the rehabilitation of the mental patient begins 
long before he is ready for employment, sometimes even 
before he is hospitalized. Ideally he will return to his 
former place of employment; thus, vocational goals 
should be a consideration from the very onset of illness. 
Increasing use is being made of rehabilitation and voca- 
tional counselors, both within the hospital setting and in 
the community. Some hospitals bring the rehabilitation 
worker from the community into the discharge planning 
at an early stage of the patient’s hospitalization. Others 
have set up complete rehabilitation centers within the 
hospital itself. If the patient successfully adapts to a 
work situation within the center, he is placed in a job 
in the community. Some such patients remain on patient- 
status, working during the day and returning to the hos- 
pital at night. 

Another example of job-preparation in the hospital 
is a member-employee program such as that of the VA. 
Here the patient assumes an employee status, is paid a 
salary, and works an 8-hour day 5 days a week in the 
hospital. He lives in separate quarters, eats in the em- 
ployees’ dining room, and is expected to fulfill the same 
obligations and responsibilities as regular personnel in 
comparable positions. Many VA hospitals set a time 
limit of a year on this program. Patients, when ready, 
are assisted in extramural job-placement by a counsel- 
ing psychologist on the hospital staff. Follow-up supervi- 
sion is given as long as necessary. Employers know that 
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the hospital staff will render assistance any time prob- 
lems arise. 

In the community, rehabilitation agencies have dis- 
covered that there is less cost involved in rehabilitating 
a mental patient than there is with one who suffers from 
a physical disability. Some agencies offer not only coun- 
seling and job-placement service, but also on-the-job 
training, schooling, economic and financial assistance, 
and residential homes as available resources for success- 
ful extramural adjustment. 

The education of the employer and methods of ob- 
taining job opportunities for mental patients are receiv- 
ing a great deal of attention from hospital staffs and 
other mental health professionals. One hospital brings 
employers in for seminars on mental illness; another in- 
vites them to spend a day with the patients, meet and 
eat with them, and thus obtain a realistic image. 

The increasing use of vocational counselors and the 
broadening of their function is paying dividends. Most 
mental patients need help in obtaining employment and 
these counselors are especially trained to provide such 
help. They work with state and local agencies to secure 
leads on job-placements, and assist patients to fill out 
employment questionnaires, etc. The puzzler on such 
forms is whether the patient should disclose the fact that 
he has been hospitalized in a mental institution. Dis- 
closure often results in rejection. At one hospital, pa- 
tients are advised to state, “Yes, and I am under the care 
of Dr. So-and-so. You may call him.” With this type of 
reply, employers often call the physician and can receive 
reassurance for their fears and anxiety. Their common 
question is “Is he dangerous?” 

The key to a successful employment program seems 
to be a realistic appraisal of the job capabilities of pa- 
tients by the hospital staff. An ill-prepared patient can 
so antagonize an employer that jobs in the plant will be 
closed to other patients. 


NEIGHBORHOOD ACCEPTANCE 


Certain other aspects of aftercare were considered 
to be directly affected by the patient's social community. 
Residents in one area protested the purchase of a home 
in their neighborhood for use as a_ half-way house. 
Retrospective analysis revealed that there had been no 
planned approach by the rehabilitation staff of the hos- 
pital, and the community group had received no infor- 
mation about the responsibility and rehabilitation po- 
tentials of mental patients. An example was cited of 
good handling in a similar situation where the American 
Legion, the mayor, a local businessmen’s group, and 
the immediate neighbors were contacted, and acceptance 
for the proposed facility was gained through adequate 
information and interpretation to the public. 

One VA hospital maintains a foster-home cottage 
on the grounds to recondition patients socially prior to 
foster-home placement. Other hospitals have programs 
whereby employees accept patients into their own homes 
for this type of aftercare. Many neighbors to foster 
homes have seen patients adjust well and have requested 
placement of patients in their homes. 

On the other hand, some neighbors, prompted by 
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fear, are prone to call the police on the slightest provo- 
cation. Again, education is the answer—education of the 
public and education of the police, since they are so 
often involved in the cases of mentally ill persons. The 
superintendent of one hospital in England gives every 
=~ in the town a tour through the hospital. Many 
U. S. hospitals hold seminars for policemen, and the 
Louisiane Association for Mental Health, in cooperation 

with N.I.M.H., has prepared a special film for them. 
In attempting to delineate the factors which lead to 


The General Public is a heterogeneous group seldom in 
direct contact with the hospital and influenced mainly 
through mass media or word-of-mouth reports from oth- 
ers not directly involved with mental patients. 


THE VAGUE CONGLOMERATION Called the “general public” 
is separated from the mentally ill by a barrier of ignor- 
ance, fear, and lack of interest. The ignorance and fear 
grow out of long-standing superstitions and lack of 
knowle dge, and they can be corrected by education and 
re- education. But the apathy produced by disinterest can 
be counteracted only by the movement of psychiatric 
facilities into the community. 

It is easy for the public to abdicate personal re- 
sponsibility for the mental patient who is being cared for 
by mass action at some distance from the home front. It 
is much more difficult to ignore or deny the patient who 
is being treated in the community through a variety of 
facilities. The public conscience is awakened and the 
public pocketbook is directly affected. 

Unfortunately, the general public does not under- 
stand the reason “behind - the professional staff's wish to 
move the patient out of the hospital and into the com- 
munity. Such a move is interpreted as rejection of the 


patient or lack of interest in him. If it expects the com- 
munity to accept its patients, the professional fraternity 
must explain to the public what it wants to do for the 
patient, and why a broad spectrum of services or alter- 
native facilities is needed. 

Especially, the public needs to be informed about 
the discharged patient with residual disability. His neigh- 


successful aftercare, the groups discussing this subject 
accorded primary importance to constant and skilled 
follow-up services. These can be provided in many w ays 
—half-way houses, nursing homes, outpatient clinics, fos- 


ter homes, etc.—and the patient’s social community 
should be stimulated to participate in and contribute to 
such facilities. However, it is vital for the hospital staf 
to recognize that aftercare, like any other treatment, is 
essentially medical and to accept the primary responsi- 
bility for it. . 


The General Public 


Discussion Leaders: 


WILFRED BLOOMBERG, M.D. 
WILLIS H. BOWER, M.D. 
F. E. McNAIR, M.D. 


bors need to know that he is not dangerous even though 
he may occasionally exhibit bizarre behavior. They need 
also to know that the patient who is discharged from the 
hospital does not have to be completely well if aftercare 
facilities are available in the community, and if the com- 
munity can be persuaded to accept him. 

One of the groups discussing this problem pointed 
out that professional staffs often underestimate the readi- 
ness of families or communities to accept a patient and 
so do not seek their cooperation. Plans must be made on 
an individual basis in individual situations, with the pro- 
fessionals assuming a leadership role rather than a de- 
fensive one. 

If the patient is to be identified as a full-fledged 
citizen and his dependency on the hospital decreased, 
there must be an increase in the consultative facilities 
and the psychiatric sophistication of the present health 
personnel in various localities. The patient has a right 
to specific facilities to determine his potential and im- 
prove his community adaptation, but he should also have 
some choice as to what kind of services he will use and 
whom he wants to provide them. Further than this he 
needs friendly contact out of personal interest, and this 
can be provided only by a public which accepts him. 

The professional staffs of hospitals all over the coun- 
try have an obligation to help the public accept the idea 
that the purpose of hospitalization is treatment. If the 
patient can no longer benefit from hospital treatment, he 
should be discharged. No person should be kept in the 
hospital merely because no interested relatives are avail- 
able and the general public is uninformed. e 
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SUMMARY— 


By JACK R. EWALT, M.D. 

Professor of Psychiatry, Harvard Medical School 
Superintendent, Massachusetts Mental Health Center 
Director, Joint Commission on Mental Illness and Health 


Support for Treatment and Aftercare Programs 
Depends Upon Positive Hosfntal Leadership 


IN THE VAST AMOUNT of material produced in your delib- 
eration, we can detect some basic findings, I have tried 
to bring from these some formulation of general prin- 
ciples and I will center my discussion on these princi- 
ples. 

One of the most outstanding principles is that the 
mental health program in general and the hospital pro- 
gram in particular must have clearly defined goals if they 
are to elicit support from the general public. The goals 
may vary somewhat from one place to another, but they 
must be those assigned by the public after discussion 
with the professionals. 

If a community has a problem of handling schizo- 
phrenics and confused senile persons, it may not lustily 
support a program in psychiatric research or mental 
health promotion in the schools assigned by an outside 
agency. On the other hand, I think it may readily ac- 
cept a promotion and research program as part of a gen- 
eral mental health program as long as it also receives a 
resource for the care of its schizophrenics and confused 
seniles. 

The public has needs and our program can be ex- 
panded if we will determine what these public needs are. 
what the resources are, and how to make the best use 
of these resources. Our goals must always solve some 
public problem, not merely satisfy the whims of some 
small professional group. 

We complain that our hospitals are dumping grounds 
for the community and sometimes they are. But some- 
one must care for the refuse, human or otherwise. This 
can be handled best by showing how refuse can be sal- 
vaged, and at what level on the road to the dump. We 
need to show how human refuse can be salvaged into 
useful material. Adequate tools are needed for handling 
this job. 


The general belief is that the hospital should extend 
into the community, coordinating the efforts of the vari- 
ous agencies and acting as a resource for care and treat- 
ment, and for the program of prevention. Most people 
favor continuity of service through various kinds of fa- 
cilities—full hospitals, day and night hospitals, halfway 
houses, and aftercare programs of all types. 


The second general principle is that there must be 
full utilization of the resources already available, of 
money, of manpower, of equipment, and of other factors. 
While no hospital is fully supplied with manpower or 
physical facilities, neither is any hospital fully using its 
available resources. I do not mean to imply that people 
are loafing, but I do believe they may be working in- 
effectively. The psychiatrist may very well be doing 
things which others, with less or different training, could 
do equally well. We all remember when intravenous 
injections of fluids and blood-pressure readings could 
be done only by a physician. Nurses now carry out these 
procedures well, often better than we did them as interns. 

It is my belief that many tests utilizing psychiatric 
time may be done by a general practitioner, a nurse, a 
social service worker, a psychologist, or a business man. 
There are many tasks being performed by social workers 
which could undoubtedly be done by public health 
nurses. Some patients referred to the hospital or the out- 
patient department could be handled by a family-care 
agency or a probation officer, to name a couple of exam- 
ples. 

What is needed is a careful analysis of the job, and 
the wise use of the person with adequate skill to do it, 
without too much sweating over professional role or 
status or other impediments to a sensible operation. 
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The third general principle is the necessity for pub- 
lic support of the program. This is necessary because the 
services are for the public. Mental illness, however, is 
an unpleasant business; juvenile and adult deviations of 
behavior are little better; so, if left to their own devices, 
the public will largely ignore the problem, or when 
anxiety is high because of some unfortunate episode, they 
will discharge the anxiety by having an investigation, 
passing a new law, or appointing a new director or 
superintendent. Thus they deny the problem by having 
a fixed anxiety-release, and thus forget it until the next 
episode. 

We cannot make mental illness pleasant. No amount 
of assuring the public that “mental illness is like any 
other illness” will really convince them. They receive no 
reassurance. They wonder what other illness we are talk- 
ing about. Few people are so stupid as to think a cold, 
cancer, gonorrhea, and a broken leg are alike. 

All illness is unpleasant and we must tell the public 
we are dealing with a group of seriously ill people. Some 
will get well, many will improve, and a few will have 
chronic residuals, but many can be rehabilitated, if we 
can get what we need to treat them. We must quit 
kidding ourselves and the public with catch-phrases. 


Our program for educating the public may be con- 
sidered under two headings: 1) educating the decision- 
makers, the big shots, the leaders in labor, business, 
religion, education, and welfare; and 2) educating the 
masses, the general public which is indifferent, on the 
whole, to our efforts, and does not attend our lectures or 
watch our educational programs on television. 

Under both headings, two points need special em- 
phasis: those who are to do the educational work in the 
community, be they psychiatrists or others, must be well- 
trained. Good intentions are laudable, but they cannot 
substitute for competence. An energetic yet incompetent 
person loose in the community doing his lusty bit for 
mental health can have an effect on your program com- 
parable to that of a competent plumber bringing his 
skills to tune the pipes of an organ! 

The second point is the importance of having a 
psychiatrist who devotes time and thought to educational 
programs. He should be a man with common sense, a 
gift for plain speaking, and enough maturity to present 
a truthful and clear picture which inspires confidence. 
He will be the best one, not only to contact the “key 
people” in the community, but also to teach general 
mental health principles in the high schools and colleges, 
and to encourage students to volunteer in programs in 
the hospitals and clinics. From the graduates of our 
high schools and colleges will come the next generation 
of leaders, and to this group particularly our education 
program must be directed. 

The psychiatrist should also act as a consultant and 
a source of information to persons well-trained in public 
education and information. These trained “communi- 
cations people” will be the ones who see that the oral or 
written material is very clear and specific. It is true that 
we have difficulty, with our existing techniques, in test- 
ing the effectiveness of our communication attempts, but 


it makes sense to keep trying. As we are able to offer 
more specific treatments for different forms of illness. 
or methods for the prevention of illness, the public will 
show an increasingly encouraging response to our efforts, 

The use of the family physician, the public health 
nurse, the teacher, the clergyman, the foreman, the 
judges and the members of the legal profession as bearers 
of “the truth” in their daily intercourse and practice, will 
aid in public education. 

The use of mass communication media will be help- 
ful, but the goals must be limited to imparting facts of 
an impersonal nature, facts which incite action. The de- 
velopment of depth of personal feeling stems only from 
personal experience or personal identification with ex- 
perience. This will come about only when people are 
involved in a discussion group or when working with a 
family member or colleague or friend who is faced with 
an emotional problem. 

The fourth principle with which we are all in agree- 
ment is that we must solicit professional support. Psy- 
chiatry cannot work alone in the field. We must have 
the aid of our medical colleagues and of the other mem- 
bers of the helping professions. This aid will be elicited 
best by teaching in the professional schools. We must 
dwell much on those already trained, who will benefit 
most from consultation on the problems of their clients 
or patients, such consultation being conducted on a 
group discussion basis, with the teaching of basics as 
part of the approach. Participation in scientific meetings 
with our colleagues is another effective way of gaining 
the cooperation of our professional colleagues in han- 
dling the mental health problems of the community, 

Some of you decry the application of general hos- 
pital standards to mental hospitals. This, I think, is 
shortsightedness. The long view dictates that we should 
reach their standards in terms of adequacy of personnel, 
equipment, and supplies as quickly as possible, even 
though the details may differ somewhat. It is true that 
accreditation may be withheld, but this is a fine story 
to take to the public and to the legislature when making 
your plea for better support and a better program. Un- 
qualified approval can be a grave disaster in the middle 
of _— development. Such approval may prove 
costly. 


Most of us agree that the support of the legislature 
is gained through support by the public and professional 
groups. There must be presentation of a specific pro- 
gram with well-defined goals. We must win the confi- 
dence of the legislature by our performance on current 
problems and by presenting facts as honestly and com- 
prehensively as possible. Our own attitude is also a 
matter of primary importance. The legislator can go and 
fight for our money, not only to help us, but to preserve 
the status of our community. His chances of re-election 
can also be served. If he doesn’t get back in for the 
next session, then you will have to re-educate a new fel- 
low. The legislators are not impressed by our biblio- 
graphical sheet but if we can solve something that is 
close to them, or tell them how, they will be grateful. 
Again, may I stress that our own attitude toward a legis- 
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Jator s important. He knows how to sway public opin- 
jon, s» we must keep the focus of the program on pres- 
ent ad future needs. The past is dead, so let it alone. 

A point which was discussed too little is service 
to the services, through research and educational pro- 
grams to keep the profession growing. This must be 
done in either the hospital or the clinic—alone or in 
collaboration with the scientific community. Programs 
that demand change in the functions of physicians and 
other personnel call for refresher courses and further 
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nic, you can increase his symptoms by concentrating 
upon them, so that he will continue to talk and act like 
a schizophrenic. Or you can concentrate instead upon 
his positive assets, and he will begin to move in therapy. 
In handling our hospitals this is what we have to do— 
concentrate and strengthen the good points and present 
a program directed toward expanding and developing 
our residual assets. 

So often we get so involved and overwhelmed by 
the complex problems of our social system that we for- 


training at all levels. 


li: the discussions on aftercare services, concern was 
expressed about the danger of discontinuity of responsi- 


bility for the patient’s care. There 
was some confusion of terms, and 
great differences in available re- 
sources were obvious. But as Dr. 
Stokes emphasized, “You must use 
what you have to work with.” 

In general, it seemed that, treat- 
ment, work and job placement, and 
school placement, were organized. 
staffed, or supervised by the hospital, 
while such services as recreation, 
housing, and general socialization 
were run by other community agen- 
cies, with the hospital staff supplying 
the patients and acting as consultants 
to the agency personnel. 

From all this I tried to pull out 
this general theme: that some com- 
munity agency must accept responsi- 
bility for coordinating the vast area 
of community services necessary for 
a community health program—and 
that the hospital should be this agent. 
To do so the hospital staff must win 
the respect of the community by its 
own therapeutic program and have an 
adequately trained staff to do the 
community task. 

Even in counties with meager, 
practically nonexistent programs, the 
way to start is to set up some central 
agency, some general focus from 
which collaboration with other agen- 
cies can develop. This conclusion 
came out of your discussions. I have 
gathered the impression that you are 
well aware that we have to assume 
this role of leadership, and that the 
hospital staff must win respect—that 
we must have adequately trained per- 
sons to do this necessarv community 
work. 

Old, long-term, oversized hospi- 
tals, like some long-term patients, 
suffer certain residual defects. Our 
best hope for improvement is to con- 
centrate on their residual assets and 
use them to further the program. In 
managing the long-term schizophre- 


get to lift our heads and look about us. If we look 
around, we will find that there are often simple and ob- 
vious solutions to what seem to be insoluble problems. ¢ 


“incontinent wards... 
free odor” 


erifil tablets 


A new study' of 170 incontinent psychiatric patients proves DERIFIL 
Tablets effective in controlling ward odors. With oral administration of 
high-potency DERIFIL Tablets, “... fecal and urine odors disappeared, 
so that, from an odor standpoint, the incontinent wards were virtually 
indistinguishable from other wards.” In an earlier study, DERIFIL was 
termed “...a product of significance to the mental hospital....effective, 
easily administered, economically feasible....’” 

Containing 100 mg. of purified, water-soluble chlorophyll derivatives 
(as standardized in Tests and Standards for New and Nonofficial Reme- 
dies), DeriFit Tablets provide up to twenty times the activity of pre- 
viously available chlorophyllin tablets. One Deririt Tablet daily 
normally provides effective odor control, though much higher dosages 
may be administered with complete safety, if desired. 


Supplied in bottles of 30 and 100, and in jars of 1000. 


Samples and literature available on request. 


1. Morrison, J. E.: Hospitals 33:97 (July 16) 1959. 
2. Laitner, W.: Psychiat. Quart. Suppl. IT 29:190, 1955. 
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PSYCHIATRIC-LEGISLATIVE PANEL 


Co-moderators: MATHEW ROSS, M.D., 


Panelists; PAUL V. LEMKAU, M.D. 
HAYDEN H. DONAHUE, M.D. 
WALTER E. BARTON, M.D. 


Tue Finpincs of the psychiatric-legislative panel indicate 
that, after five years of relative quiet on the legislative 
front, mental hospitals must again prepare for the “bat- 
tle of the budgets.” Despite the increasing need for 
more and better trained personnel and for newer treat- 
ment programs that will cost even more money, active 
public interest in mental health is waning, and legisla- 
tive apathy may soon follow. 

Why is this happening when so recently psychiatry 
and mental illness were in the center of public attention? 

Unfortunately, explanations of the fickleness of the 
public conscience come no easier to psychiatrists than to 
other groups whose endowments are won by tugging at 
the frayed strings of the public purse. Basically, hos- 
pital psychiatry seems to be going through the down- 
phase of a “cycle of public interest.” The five years of 
movement which began in 1955 are apparently being 
replaced by a “consolidation-of-gains” movement which 
is less actively concerned about mental illness. Public 
reactions to the shameful conditions uncovered by the 
exposés have worn off, and psychiatry’s praise of the 
tranquilizing drugs has actually helped to lull the peo- 
ple a little ferther toward complacency. 

The urgency of political promise in the field of men- 
tal health is softening. In the recent past, as a result of 
two political parties vying for advantage in an area of 
reawakened national interest, practically every candi- 
date’s platform joined the attack on mental illness, and 
hospitals were indeed thankful for elections and for cam- 
paign promises. Today, as political interest is diverted 
elsewhere, tax reduction, fiscal policy, and the hard- 
pressed state budgets are taking control. 

While hospitals cannot hope to stir the public mind 
continuously with perpetual crises, they have failed to 
keep themselves in the forefront of civic affairs through 
normal channels of communication. 

Legislators claim that turtle-shell policies within 
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some hospitals—inflexibility in administration, and unre- 
sponsiveness to the outside world—have not helped to 
win friends, or legislative votes either. Because of their 
dedication to their jobs or fear that the outside won't 
understand the workings of the institution, hospital peo- 
ple remain aloof to the government and the community 
and sometimes forget that they work for the people of 
the state. Perhaps through sheer lack of time, hospital 
administrators fail to develop the direct approaches to 
good legislative relations—personal contacts with legis- 
lators, government administrators, or the governors. 


COMMUNICATIONS PROBLEMS 


On the other hand, psychiatrists accuse legislators 
of being insensitive to changing psychiatric concepts and 
the increasing demands mate on mental hospitals. They 
find it difficult to get legislative people to come into the 
hospitals, which makes it very hard to keep them up-to- 
date on the changing goals of psychiatry. For instance, 
there is the current problem of convincing legislators 
that the decrease in hospital populations actually calls 
for higher per capita appropriations because of incr eased 
uiinslons. Psychiatrists feel that money should be allo- 
cated in proportion to treatment rendered, rather than to 
the number of patients remaining in the hospitals. 

Although mental health expenditures have tripled 
over the past ten years, the hospitals are, in some cases, 
actually receiving a smailer percentage of the total budg- 
ets because the entire cost of government has gone up. 

Psychiatry is going to need a bigger share of public 
funds to fulfill its goals of maintaining fewer patients in 
the hospital, treating them for short periods, and then 
discharging them. It will take more money to attract 


new personnel into mental health work and to train 
them, because, under present budget conditions, the 
manpower problem is getting worse instead of better. 
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And ‘here are the constant problems of replacing or re- 
mode ng worn-out facilities, and the need for research 
into 1 ental health problems. 

-gislators and psychiatrists agree, however, that 
bette: communication between hospitals and legislatures 
woul alleviate many of their differences and make solu- 
tions ‘0 their financial problems easier. Moreover, such 
comn.inication might steady the fluctuations of public 
interest by keeping the subject of mental illness politi- 
cally alive. 

One of the first steps in building good communica- 
tions is to educate legislators and governors, who make 
the budget recommendations, to think in psychiatric 
terms. At the same time, hospital people must make an 
honest effort to understand the thinking of the legisla- 
tors. In this way the basic problem of deciding what can 
be done for the mentally ill, as opposed to what medi- 
cal people think should be done for them, gets the bene- 
fit of dual concern. Ideally, then, a budget would not be 
fought over on the floors of Congress, but would be mu- 
tually discussed and approved during its writing. 

A major difficulty in this education process is the 
lack of a suitably located, stable classroom. Aside from 
the breakdown of communications caused by political 
turnover from one election to the next, there are the 
fundamental problems of time and distance. State hos- 
pitals are too isolated from the civic and social commu- 
nity to be reached easily by legislators. How this edu- 
cational relationship is to be established, then, will de- 
pend on the ingenuity of the hospital administrator in 
overcoming the problems particular to his hospital. A 
superintendent at one hospital sets aside Wednesday 
morning breakfasts and tours of the hospital for legisla- 
tive and budget people. A good many of them accept 
his invitations. Another effective method entails the use 
of group responsibility and group action. Through the 
various professional, scientific, and academic organiza- 
tions with which the hospital may be associated, contacts 
are maintained with legislators, governors, and members 
of the public. 

Hospitals have discovered that truth and honesty 
can be helpful in legislative relations even when they 
hurt. The structure of the mental hospital is often such 
that only those people inside it understand what is really 
needed; to effectively communicate these needs demands 
almost complete honesty. 

Of further importance is the value of speed and ac- 
curacy in meeting the hospitals’ obligations. All legisla- 
tive requests should be filled promptly, and wherever 
direct contact occurs with legislators and budget admin- 
istrators, the impression that the mental hospital is thor- 
ough, efficient, and progressive must be left in their 
minds. This same impression should be fostered in the 
public mind through community contacts. In this way, 
the people will understand and respect the problems of 
the hospitals and be more inclined to elect political can- 
didates who will be receptive to hospital needs. 

The importance of preparing comprehensive, con- 
cise, but simple budgets for legislative approval cannot 
be overemphasized. For many legislators, the hospital 
budget proposal may be the only source of education 
and information about the hospital. If the proposal is 
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clear-cut, and its allocations specifically outlined, there 
is less chance for doubt as to its validity. It might also 
benefit the hospital to have at least one friend in the 
government, who knows the ropes, to see the budget 
through the legislature. 

Legislators examine budgets from many standpoints. 
Although public interest does influence them, and the 
amount of interest relates directly to the funds allocated, 
legislative people like to see some evidence of produc- 
tion for dollars spent. With only a certain amount of 
public money available, they must invest it for the tax- 
payers as wisely as possible. The newer concept of the 
word “economy” which defines it as the wise, proper. 
prudent use of money is not universally accepted by 
legislators. The older cash-register philosophy (what 
goes in must come out) still prevails. For this reason, 
although they recognize the need for new and different 
approaches to psychiatric treatment which may cost 
more money, legislators still want hospitals to explain 
why old programs of treatment have not worked and 
why the hospital’s promises of last year have not been 
fulfilled. 


BUDGETARY DYNAMICS 


For his own protection, then, the hospital adminis- 
trator must try to propose a budget which is fair, honest, 
and, most important of all, justifiable wherever possible. 
This does not mean he should cut his budget or the hos- 
pital’s efforts just for the purpose of economy, or that he 
should pad to protect against a cut. It means that the 
proposed budget should reflect his best judgment of the 
hospital's needs; then the responsibility for the budget 
passes on to the legislature. 

If the budget is passed there is, of course, no prob- 
lem. If it is cut, the hospital is faced with the sternest 
test of its legislative, and public relations. The hospital 
administrator may realize that the cut is final, and that 
nothing else can be done, but that doesn’t alter his phy- 
sician’s responsibility to the patients under his care. De- 
pending on the severity of the cut, he knows it will be 
that much tougher to do the job, and that much harder 
to keep his staff intact. As a medical man under these 
circumstances he considers it his duty to argue, but the 
legislature feels that once a decision is made, the hos- 
pital must abide by it without excessive complaint. 
There is no answer to this problem that would apply to 
all situations, except that the administrator must decide 
carefully when to fight and when to “wait till next year.” 

Near the end of the discussion one panel member 
brought up the subject of political patronage, and its 
use in state hospitals. Almost unanimously, panel mem- 
bers agreed that a politician's reference is not a qualifi- 
cation for employment in a mental hospital, and that po- 
litical wards should be required to meet the same quali- 
fications for a particular job as other applicants. 

One of the doctors on the panel, reflecting the light 
of legislative experience that had dawned on him re- 
marked quietly, “You might ask (the politicians) for 
someone who knows the ropes and can help you keep 
your nose clean . . . somebody who knows the political 
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SIMULTANEOUS SESSIONS 


ORGANIZATION FOR RESEARCH: 


THe SOUTHERN REGIONAL EpuCATION Boarp was estab- 
lished in 1955. At that time its sixteen constituent-states 
had grants totaling $600,000 for mental health research, 
from either the Federal government or other national 
granting agencies. By 1960, the research funds from 
these sources had grown to approximately $3,000,000, 
and six of the states had begun to set aside money them- 
selves for mental research. It can be assumed from this 
experience that considerable research funds are available 
if enough attention is devoted to finding and attracting 
them. 

The basic difficulty in getting research projects under 
way in mental institutions is hospital people’s lack of 
knowledge about research and resources. In addition, 
hospitals are overburdened with staffing problems, lack 
of time, inadequate facilities, and too little money. 
Coupled with the personnel’s hesitancy to learn how to 
set up a simple research problem, these factors actually 
prevent many hospitals from capitalizing on the extra 
staff, funds, and public interest that might accrue if 
such a project were conducted. 

Another problem is how to solicit state action. Re- 
search should begin at the state level; once this is in- 
itiated, other agencies, including the Federal govern- 
ment, can be approached for funds. National agencies 
feel that it is the states’ responsibility to sponsor such 
research, and that grants should be awarded on a com- 
petitive basis to the best ongoing programs in the field. 
(Another significant SREB development was the fact that 


The Experience 
of The 16 


Southern States 


W. P. HURDER, M.D. 
Discussion Leader 


half of the southern states now have people specifically 
assigned in the departments of mental health to coordi- 
nate research programs. ) 

A look at the problems of mental health research 
from the point of view of the states themselves, however, 
makes it easier to understand why progress has been 
slow. Some states argue that they already have research 
units operating on the campuses of state universities. 
Others complain that even if the hospitals were allowed 
to do research, it would be of no real value since, in 
many cases, the investigations would be conducted by 
personnel untrained in research. Economy-minded states 
answer pleas for research funds by pointing out that 
there is hardly enough money to maintain the patients 
under minimum standards of care. 


The states with these attitudes shut themselves off . 


from additional funds that might be forthcoming from 
the Federal government or from independent granting 
agencies. In effect, they lessen the chances for the de- 
velopment of new and dynamic programs of care that 
might in the long run be less of a financial drain on the 


public. 


SUPPORT FROM SCIENTIFIC BODIES 


Although the states must furnish the impetus for 
research development, national associations, professional 
gioups, and other scientific bodies should make avail- 
able the knowledge needed to initiate and support sound 


researc 
in trai: 
people. 
Re 
be of 
be conc 
or larg: 
designi: 
quate 
tions sli 
underta 
Re: 
mal me 
ress, it 
sonnel 


To son 
relaxati 
with th 
enlargi’ 

Fo 
—enter 
enough 
help te 
dience- 
tients— 
these e 
place, 
monly 


NO SI 


Hi 
motion 
lem of 
do not 
to Say 
and w: 

Di 


| 
4 


ally 
rdi- 


irch 
ver, 
een 
rch 
ties. 
ved 
, in 

by 
ates 
that 
ents 


researc’) policies. They should be willing to participate 
in traising state research directors and other research 
ple. through workshops, seminars, consultation, etc. 

Research projects in state hospitals could, of course, 
be of several kinds. Programs can be small enough to 
be conducted by one or two people in their spare time, 
or large enough to require that an entire hospital be 
designated as a research institution. In any event, ade- 
quate research facilities should be available and condi- 
tions sould be favorable for the type of program to be 
undertaken. 

Research in mental hospitals should not disrupt nor- 
mal medical routine. Similarly, once a project is in prog- 
ress, it should not be stifled by saddling research per- 
sonnel with more hospital duties than would usually be 


Films As Teaching Tools 


expected. In many cases, the introduction of research 
procedures into the hospital atmosphere actually pro- 
motes more efficient use of regular staff. 

Those who are contemplating hospital research-proj- 
ects would do well to read the book that was directly 
quoted by the discussion leader in his remarks to the 
group, Mental Health Research in the South on the 
Threshold of the Sixties, (available from Southern Re- 
gional Education Board, 130 Sixth Street, N.W., Atlanta, 
Ga.) Some very basic information on current research 
is also available through the Bio-Science Information 
Exchange, in Washington, D. C. This Federal agency 
will furnish a list of 200-word summaries of all nationally 
supported research going on in this country which per- 
tains to mental illness. ° 


FILMS AS EFFECTIVE TEACHING TOOLS 


HOWARD P. ROME, M.D. 
Discussion Leader 


To SOME PEOPLE films are a form of entertainment and 
relaxation. To others they are a gripping experience 
with the arts. To yet a third group, they are a means of 
enlarging knowledge or learning to perform certain tasks. 


For psychiatry the film has to be all of these things 
entertaining enough to hold the audience, dramatic 
enough to impress a point, and interesting enough to 
help teach a subject. Depending upon the intended au- 
dience—lay public, a group of interns, or hospital pa- 
tients—it will have to contain varying amounts of each of 
these elements. In psychiatry the film has a very definite 
place, and a very planned direction, and it is most com- 
monly used to teach or to train. 


NO SHORT CUT TO TEACHING 


However, as the discussion leader pointed out, the 
motion picture is not a “quickie” short cut to the prob- 
lem of teaching. Films have nothing that good teachers 
do not have. The advantage is that they can be made 
to say very precisely what it is you want them to say 
and will say it over and over again. 

During the Institute, many people alluded to the 


possibility of trying to decrease the social and emotional 
distances among people. Here is a good way of taking 
people by the hand, and showing them the interior of 
the hospital in a short time, and in precise terms. 

Information, neatly packaged in a motion picture, 
has a connotation of authority with a minimum of pain. 
An air of anticipation is associated with entertainment, 
and films and entertainment go together like ham and 
eggs. 

Films can avoid the deadly dullness of stereotyped 
teaching. The business of verbally grinding out infor- 
mation is not as effective as a film which can use a 
variety of moderators to get across information. You can 
multiply the kinds of interpretation you have and get the 
message across with less resistance. The film can be made 
to say anything you want, using any kind of technique. 
The time sequence can be of your choice and making. 
But the film has to be flawless. 

The background figures can be incorporated in film, 
carrying purposefully effective undertone, music refer- 
ence, etc. You can create a context in which the mes- 
sage is carried, and the context itself can get your points 
across. A number of subtle messages can be carried 
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through a variety of channels, creating a whole pano- 
rama of situations. 

Emotional conflict is a different breed of illness 
from, say, measles, which you get and get over. Mental 
illness is a way of life involving compensation and de- 
compensation, ‘which can be very explicitly illustrated 
in a film. A psychiatric film, intended for people un- 
sophisticated in this field, must present some idea about 
the processes which take place in mental illness, yet at the 
same time, giv e the audience some conception of mental 
health. Films with dramatic content can help accom- 
plish this. 


Such films as “The Battle of Britain,” 
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in America,” and others were used for the dramatic pur. 
pose of eliciting some sort of rapport between the makers 
and watchers of the film. With each presentation, social 
distances and emotional imbalance can be overcome by 


this means of communication. Because we believe that 
distance can be bridged by the use of mental health 
films, we have resorted to dramatic presentation. 

The film can be accepted or rejected by an audience, 
depending upon the form in which it is packaged. 4 
good testimony to this is the growth of adult television 
wherein complicated mathematical theories have beep 
made fascinating. 

Remember the great hue and cry that arose about 
the use of comic books to get across 
information? This means was thought 
by many to be a tawdry way to con. 
vey the precious message they wanted 
to communicate. The use of paper- 
back books, heretofore entombed in 
hard covers, is now acceptable com. 
munications procedure. 

We were certain if we could 
package our films suitably, we would 
be sure of a greater amount of audi- 
ence receptivity. In the beginning 
we made the mistake invariably made 
in using mass media—we thought of a 
substitute for a good didactic presen- 
tation. However it is simpler and 
easier to let a fellow lecture than to 
spend $12,000 a minute to take a pic- 
ture of him lecturing. 

Alice Keliher had taken sequences 
from popular films, such as one of 
Spencer Tracy and Freddy Bartholo- 
mew in “Captains Courageous,” and 
used them as catalysts for human te- 
lations discussions. But, there was no 
useful film agency for PTA, mental hy- 
giene groups, service club groups, and 
the increasing number of nurses and 
psychiatric 

Psychiatric teachers theorized 
that they could borrow some of the 
fascination inherent in dramas. such 
as “Death of a Salesman,” “A Street- 
car Named Desire,” and “Hamlet. 
They can use these portrayals of hu- 
conflicts most effectively. A 
case-history will only bore everyone 
with details and devitalize what is 
really worthwhile or unique. Rela- 
tiv ely few people are so creative 
that they can infuse case-histories 
with drama merely by reading. If 
everything which transpires in psy: 
chiatric teaching is essentially thera- 
peutic, then there should be an em- 
phasis on interpersonal exchange. 
And what better opportunity is there 
to stimulate this than by dramatic 
presentations? 
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film is like literature. It is a collection of symbols 
to ev ke a certain type of response. Since the film is 
more »r less symbolic, the producer and director can use 
a cert :in amount of literary license.. 

The question of literary license, however, presents a 
dilem.na, for in order to get a hespital film dramatic 
enoug1 to present, countless practice shots must be 
taken of patients, or else regular actors must be used. 
Sometimes the film may be held up six months just to 
get the proper patients for the role. In order to get real 
situations, about 18 hours of footage must be ‘chat to 
come up with a 30-minute film. 

In the film “Man to Man,” the producer went into 
the hospital and stayed for two or three weeks, meeting 
several hours daily with the aides who were to imper- 
sonate the patients they knew at the hospital. Before 
the film started, these aides would sit around and project 
themselves into the roles of the patients they were to 
portray. Some people felt the result was almost too real- 
istic! The films, “New Light on Darkness” and “Booked 
for Safekeeping,” are examples of ones using real people 
for character roles. Since there is an increasing emphasis 
on giving up-to-date reports on what psychiatry is doing 
for ‘the scatelly ill, these types of films are ‘becoming 
more commonplace. 


ANIMATED CARTOONS 


Another type of film on the uptrend is the wholly- 
or partially-animated cartoon, which can be used well in 
lecture films to italicize certain points. One such film is 
“The Appraisal of Competency,” which uses the cartoon 
character, Dr. Whatsisname, and other similar characters 
to get across a highly technical point in a most facile 
manner. 

Certainly all these technical and realistic variations 
are essential, but as a teaching device the film must be 
shown to people who will have had the experience to 
comprehend it, and who will be interested in it. 

For example, the new English film, “There Is a 
Door,” is not totally accepted by many audiences in the 
United States because it advocates things which are not 
standard policy in this country. One doctor mentioned 
that during World War II, Marines were shown a cam- 
paign fatigue film about the effects of long periods of 
time in the jungle. They saw it, but couldn't accept it, 
because they didn’t have the experience to understand it. 

It is most important that the right film be selected 
for the right group. Many films are devised only for cer- 
tain groups, and therefore should be used only for them. 
There are manuals available telling of the suitability of 
specific films in different situations. For instance, some 
groups may not recognize today the significance of what 
may have happened 20 years ago. One excellent method 
of helping them would be to show the film “The Long 
Night,” which illustrates the import of past experience 
by portraying the problems of a young girl in her rela- 
tion to men, and subsequently her adult relationship with 
men. It gets the point across and viewers can see the 
relevance. 

In showing any film, however, no matter who the 
audience, the teacher or leader must realize that films 
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cannot stand alone as teaching devices. Substituting 
films for teachers is not realistic. Rather, a film should 
be considered as a visual aid in the same way a black- 
board is—or as a catalyst to stimulate discussion. One 
doctor mentioned that prediscussion is just as important 
as postdiscussion, and that oftentimes films do not suc- 
cessfully communicate unless there is a prediscussion. 
Certainly the discussion leader or teacher should see the 
film himself before attempting to show it to an audience, 
and some instructors even go over the special features 
in their minds while the film is running. Thus they will 
be prepared to stimulate discussion and anticipate any 
questions the audience may ask. 


PREPARATION AND TIMING 


What would happen to the unprepared teacher if 
the projector should suddenly collapse? He must always 
be ready for a situation like this, so that he will be able 
to fill the gap effectively. 

Another “must” is proper timing—selecting a film 
that will not take up so much of the meeting time that 
there is little or no room for pre- or postdiscussion. The 
value of the learning experience is lost if discussion of 
the film is held over until the next meeting. 

The motion picture is a highly malicsbhe tool in the 
hands of a good teacher. It can ‘be seen at a dynamic 
or purely informational level, depending upon the viewer. 
The teacher can read into or omit what he chooses. If 
it is properly integrated into the lecture curriculum, the 
film is beneficial but cannot be used as an excuse for 
nonpreparation on the part of the teacher. The film is 
often that needed extra, however, which allows the fair 
teacher to become a good teacher. 

Probably the most important and certainly the most 
interesting phase of the film-showing process is the dis- 
cussion after the film. Films provide a wonderful scape- 
goat for displacement of all kinds of feelings about the 
teacher and the class. If the teacher appreciates this 
effective interplay, he understands that films have the 
capacity to provoke all kinds of feelings. 


STIMULATING THE AUDIENCE 


Although most films do create some feelings, the 
viewers don’t always jump into the discussion as the 
teacher would like. This may be because of the anxiety 
created by closeness. The group may suddenly become 
rigid and immobilized. Dead silence prevails, because 
no one wants to break the ice. No one will, either— 
unless the teacher begins. Suddenly comments will be- 
gin and the discussion is on. The teacher will be able 
to interpret at two levels—the manifest and the latent 
content of the film. 

One discussant told of his experiences in showing 
“The Snake Pit” to a PTA group, with the idea of trying 
to drum up interest in a local mental hygiene society. 
The film aroused much feeling. The teacher didn't really 
care what kind of feelings because he hoped ultimately 
to channel the discussion along the desired lines. 

A psychiatrist mentioned that he had experienced 
the chance to use feelings provoked by a motion pic- 


58 Mental Hospitals, February 1961 


ture to find out a great deal about one particular patient. 
After showing the film to a patient-group, he had the 
choice of sticking with the film, or going off into the per- 
sonal problems of one patient. He chose to use the film 
as a catalyst to induce the patient to begin talking about 
himself. 


MATERIAL FOR PANEL DISCUSSIONS 


Films can also be used as subjects for panel discus- 
sions between all types of groups. One hospital shows 
films to patients on the wards after which there are 
panel discussions between staff and patients. 

Just as it is a teaching device, the film is also a 
training device. Staff members can be taught numerous 
things by seeing them on film. One film teaches the tech- 
nique of electroshock, and can be shown to, say, a group 
of interns, who have never seen this type of treatment. 
After seeing the movie of this procedure, they will, when 
they see it applied in actuality, feel that they have been 
there at least once before. 

Many people are beginning to see that the film is not 
just a one-time experience, to be sent away after being 
used. A great deal of money is spent to pack a great deal 


DISTRIBUTION 


FINANCIAL RESPONSIBILITY for psychiatric treatment and 
care should ultimately be distributed so as to facilitate 
the development of an effective over-all program for 
controlling mental disorders in the population. How- 
ever, to build a financial structure broad enough to sup- 
port such a community-integrated program of mental 
health will require sweeping and tradition-shattering 
changes in current financial practices. 

Specifically, changes must be effected in the organi- 
zation, scope, and support of mental hospitals; in the 


of material into a 30-minute film, so that it becomes a 
rarefied package. One group of nurses was told to show 
the same film to the same group every week for six 
weeks. After the second time, they protested. They were 
told that this was not much different from seeing the 
same patients again and again but having different levels 
of information appear each time. 

Another device is to run a film once with only the 
picture, and again with only the sound track. This fo- 
cuses attention first on vision and then on words and 
sounds. This material was used in showing “Bat Room” 
to a group of medical students. After they had seen it 
with picture only, they were asked who was a paranoid, 
etc. The students replied, and then saw the film again 
with sound to check their conclusions. 

Today, psychiatric teaching and training films are 
more in demand than ever, and the supply does not al- 
ways meet this demand. There is a need for more films 
about the mentally deficient, more films to teach corree- 
tional officers care of psychiatric patients, and many 
other types of films. Catalogues are available at most 
hospitals, and many mental health associations, state 
agencies, and universities have film libraries. The Men- 
tal Hospital Services Film Library is one such source. 


OF FINANCIAL RESPONSIBILITY 


MR. H. FORSTENZER 
Discussion Leader 


laws governing admissions and releases, etc.; and in the 
types and quantities of community services. In conjune- 
tion with these changes, the following medical develop- 
ments might also take place: 

A. Continuity of care or continuous treatment to 
shorten the duration of episodes of hospitalization and 
breakdowns. To be achieved by improved communica 
tions among all state and local, public and voluntary 
services and facilities by linking them together through 
joint use of personnel, and by facilitating the movement 
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its among the different treatment services. 
\cceleration of the changing role of the mental 
from custodial care to one in which the hospital 
perfor s distinctly medical functions in the whole range 
of services needed by those with medical disorders. 

C. The “open” hospital with a “revolving-door” sys- 
tem closely linked to the community, in contrast to the 
self-coi/ained total institution which attempts to provide 
within ifself all the patients’ needs. 

D. Change in public attitudes toward hospitaliza- 
tion an! psychotic illnesses. 

E. Changes in admission and release procedures to 
reduce or eliminate judicial determination of place of 
treatment and to substitute medical determination. 

The biggest deterrent to the fulfillment of this type 
of plan, obviously, is the lag between technological 
change and legislative thinking on the subject of mental 
illness. 
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AN ANTIQUATED CONCEPT 


Legislative and fiscal approaches to the care of the 
mentally ill are based on the nineteenth-century concept 
that the mentally ill are wards of the state—and 100 per 
cent state financial responsibilities. By custom, mental 
patients are “hospitalized,” not so much because they are 
sick, as to protect society from them. Consequently, 
state financial policies for mental hospitals have been 
concentrated on problems dealing with personnel and 
facilities for physical confinement rather than for medi- 
cal care. 

Although mental hospitals have changed, and con- 
tinue to change toward an intensively medical point of 
view, the bills are still being paid primarily by the states 
and according to the laws of “institutional” economics. 
And as long as the major type of service available to 
the mentally ill is completely state-supported, a commu- 
nity-integrated system cannot get under way. This lop- 
sided distribution of costs results in serious program dis- 
tortions and prevents progress in spreading hospital serv- 
ices into the community. 


ITS VESTIGIAL EFFECTS 


An especially harmful effect of state-support for 
the mentally ill has been its influence on the policy of 
the Federal government, which has virtually excluded 
hospitalized mental patients from all forms of Federal 
assistance. For instance, the recent program of medical 
care for the aged proposes to cover some forty days of 
psychiatric care, but not in state mental hospitals. 

State mental hospitals are also excluded from most 
third-party payment and group health insurance plans 
such as Blue Cross, even though health insurance is a 
principal means by which individuals can cover the 
costs of their own medical care. Louis S. Reed, in an 
article entitled “Health Insurance Coverage of Hospital 
Care for Mental Illness” in the August 1960 issue of the 
AMERICAN JouRNAL OF PUBLIC HEALTH, in regard to Blue 
Cross, states: 

“Under their most comprehensive contracts, as of 
January, 1958, of the 79 plans in the continental United 
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States, 19 excluded all coverage of mental and nervous 
conditions in general hospitals and six covered only un- 
til the condition was diagnosed as a mental illness. The 
remaining 54 plans gave some coverage, but only 15 
provided the same degree of coverage for mental ‘and 
nervous conditions in general hospitals as they did for 
all other conditions. 

“Of the 79 plans, 38 exclude all coverage in private 
mental hospitals and 41 in public mental hospitals. Only 
a handful of plans offer the same benefits for mental 
conditions in mental hospitals as they offer for general 
conditions in general hospitals.” 

In short, state assumption of the financial burden of 
caring for the mentally ill, although necessary in the 
past, has helped to separate mental illness from the rest 
of medical care. It has prompted state and local welfare 
departments to misuse and overuse the state hospitals 
as catch-all facilities. It has confused the issue of per- 
sonal and family responsibility in paying for hospital 
services, thereby weakening the patient’s incentive to get 
well and leave the hospital. 


CHANGE THROUGH COOPERATION 


It will require broad and extensive effort to change 
this pattern of fiscal support. As a beginning, a working 
partnership should be developed between community 
services and the state hospital systems. They can be 
strengthened and expanded. A major part of the change 
needs to be initiated at the community level, since 
changes are already occurring faster in state hospitals 
than in community services. One important step could 
be the development of community facilities as alterna- 
tives to hospitalization, a responsibility which the com- 
munity has been somewhat unwilling to accept. 

Programs should be developed that will allow psy- 
chiatric patients to be treated according to the nature of 
their illness, and closer to home. There must be facili- 
ties for short-term hospital care and for prolonged care. 
If the real need is for shelter, or for various types of 
nursing care, then it should be filled by facilities other 
than state hospitals. 

The financing structure to accompany these changes 
cannot be clearly defined without more practical experi- 
ence on which to base it. If the patient is to be cared for 
by the taxpayer, it makes little difference if the local, 
county, state, or Federal government does the actual 
disbursing of funds. The important thing is to insure 
that the money does the job intended for it, not whether 
the county controls this or that function, the state an- 
other, and so on. 

All of the governments must work together to de- 
termine where financial responsibility for particular por- 
tions of an integrated treatment program should lie; ice., 
whether local and county governments, should assume 
the cost of community facilities. The important thing, 
however, is that the entire mental health effort be medi- 
cally unified in such a way that lines of communication, 
treatment, and development extend unbroken from the 
largest hospital facility right into the smallest one-man 
clinic. 

Other sources of funds must be stimulated. Mental 


es a 
how 
six 
were 
the 
vels | 
the 
fo- 
and 
0m” 
en it 
noid, 
gain 
are 
al- 
films 
rrec- 
nany 
state 
Men- 


60 Mental Hospitals, February 196i 


hospitals need to explore some new avenues of finance 
similar to those of the general hospital, which is almost 
entirely supported by collections. Perhaps methods can 
be found whereby patients or their families pay at least 
part of the cost. Private hospitals might be encouraged 
tor those who can afford them. 

Efforts should be made to distinguish between which 
funds are to be used for mental illness and which should 
be used for welfare purposes. Some public welfare 
agencies are already making grants for boarding homes, 


nursing homes, etc. One hospital has moved its patients 
who are not in need of psychiatric treatment into nurs. 
ing homes. The hospital agrees to share the costs with 
welfare agencies. 

Obviously, the beginnings which have been made 
in establishing new patterns of financial responsibility 
seem sparse and inauspicious, but movement toward 
raising the second-class economic status of mental ill. 
ness as compared to other sicknesses is nevertheless per- 
ceptible. 


NURSING PROGRAMS IN THE OPEN HOSPITAL 


Psycu1atric Nurses fill a need rather than a role—more 
precisely, the role depends upon the need—and today 
nurses are needed more than ever to work effectively in 
the open hospital. Consequently, nurses must assume 
new duties, new responsibilities, and new roles. 

Since no two conceptions of the open hospital are 
identical, the nurse cannot expect to have the same 
duties as her counterpart in a similar hospital. To the 
discussion leader, the open hospital is a place where pa- 
tients can come and go as they please, so that they will 
be able to assume responsibility for their actions while 
not at the hospital. However, this doesn’t mean that 
every door in the hospital has to be open. Another opin- 
ion expressed was that nurses and attendants in open 
hospitals should go outside with the patient, thus offer- 
ing patient-side care, rather than bedside care. Still an- 
other idea was that the open hospital, in some instances, 
is useless—that when many patients cannot get out of 
bed, there is really no need for open doors. Yet, no 
matter what the conception, there are basics which must 
be met and questions which must be answered. 

First of all, what is the psychiatric nurse’s position 
in the open hospital? The nursing service includes the 
nurses and attendant personnel. These people will have 
to work not only together, but likewise with all other 
disciplines, in order to provide the kinds of programs 


CYNTHIA CURTIS, R.N., 


Discussion Leader 


which will help create the optimum therapeutic climate. 
The nurse works under the auspices of a physician- 
thus as a student. She also teaches the dynamics of be- 
havior, and works with nonprofessional personnel—thus 
as teacher and co-worker. Most importantly, she helps 
patients: helps them plan programs; teaches them order- 
liness and social habits; helps to bring patients together 
in natural groups; and she finds out where their prob- 
lems are, and what caused them. 

The nurse must act as liaison between every faction 
of the hospital. She must also coordinate activities. She 
has to effectively communicate treatment to the patient, 
and to those persons who are in the patient’s environment 
24 hours a day, with the ultimate goal of returning him 
to society. 


WHERE DOES RESPONSIBILITY END? 


Does the nursing process end here? It used to, and 
in many areas it still does, but the open hospital is not 
an end in itself, and cannot operate effectively without 
the community. 

The questions then arise: How should the nursing 
service go about establishing good relations with the 
community? What is the relationship of the nursing serv- 
ice to the community after the patient is released? Do 
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nurses ive the responsibility of communicating with 
other co nmunity agencies? 

Aga n opinions differ, and there is no one single set 
of rules to follow, but the nurse has at her disposal 
numerous means and techniques. If possible, it might be 
helpful for the nurse to continue to see the patient after 
discharg:. She can, of course, ask for assistance from the 
local pultic health nurse, and other responsible commu- 
nity ageicies and outpatient departments. She has in her 
grasp the knowledge and means of relating her experi- 
ences about the patient to those in the community who 
will be responsible for helping him to adjust. And al- 
ways, she can be a reserve counselor for everyone con- 
cerned with the patient. 

Perhaps one of the best methods of summing up 
just what the various responsibilities can be is to de- 
scribe some of the activities of a typical psychiatric nurse 
as she goes about her work. We shall use as an example 
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a psychiatric nurse in a western state mental hospital, in 
charge of three wards consisting of about 20 attendants 
and 110 patients. 

She is responsible for conducting joint patient-staff 
meetings. She works individually and collectively with 
the head attendants of each of the three wards. She helps 
to coordinate student nursing programs. She is advisor 
to the patient unit council. She meets with the discharge 
planning group which decides which patients are ready 
to leave the hospital. She helps the patient learn how to 
live in a nursing home. Then, when the patient is finally 
discharged, she can at last transfer some of her responsi- 
bility for him to those with whom he must live. It is up 
to the community now, but the nurse must always be 
ready to counsel, advise, assist, and give of her knowledge 
so that the community will have a better insight into 
the patient, and so that the patient will stand a better 
chance of returning to good health. e 


MANAGEMENT OF FAMILY TENSIONS 


LEE T. MUTH, M.S.W. 


Discussion Leader 


MENTAL ILLNESS IN THE FAMILY has a shattering effect 
on all relatives concerned. So the questions arise: What 
can the hospital do to provide more support for these 
family members? What can the community do to help in 
reducing tensions? What can the hospital do to assist 
those to whom the relatives go during crises? 

These are rightfully our primary concerns today, yet 
it is well to realize that the situation is not new, but 
merely an extension of problems that have existed since 
mental hospitals began. Nor is our concern for these rela- 
tives an innovation—rather it is an intensified revival. 

As the group’s discussion leader pointed out, psy- 
chiatry and social work have been concerned with the 
lamilies of the mentally ill for at least 65 years—particu- 
larly since Freud’s first work on hysteria in 1895. At the 
turn of the century, state mental hospitals began working 
closely with the families of their patients. Adolph Meyer, 


one of the foremost spokesmen for psychiatry in those 
days, felt so strongly about the family members that he 
sent Mrs. Meyer out to interview them in order to secure 
their cooperation. Psychiatric social work originated in 
state hospitals when persons were employed to work 
with families in providing aftercare service to the patient. 

During the 1920's and 30’s mental hospitals declined 
to such a point that they had their hands full in merely 
offering minimum services to their patients, and the 
families were forced to take a back seat. However, more 
recently, especially since 1950, the family has come to be 
a much more important element for consideration than 
ever before. This reawakening has occurred primarily 
because of two factors: 

1. Research in the fields of sociology, anthropology, 
psychology, social work, social science, by such men as 
the Lidz’s and their co-workers. Jackson, Spiegel, Acker- 
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man, Clausen, and those connected with the family study 
project in the National Institute of Mental Health are 
just a few of many who have made significant contribu- 
tions to a more complete understanding of the family in 
relation to mental illness. 

2. The increasing number of patients leaving our 
hospitals since the introduction of the tranquilizing drugs. 
This has made it absolutely necessary to provide more 
services to the families. 


FACTORS IN FAMILY TENSIONS 


Mental illness precipitates a variety of psychological 
and social problems which create anxiety and family 
tension. The extent and severity of these problems de- 
pend on a number of things. Which member of the 
family is illP What is the estimated duration of the ill- 
ness? How have tensions been managed over a period of 
time, not only in this instance, but in other crises? 

All families feel the stigma of mental illness and 
fear it. They have feelings of guilt, hostility, and rejec- 
tion, and these feelings affect every member of the fam- 
ily. Many will deny the fact of mental illness and often 
try to prevent hospitalization of the sick relative. They 
will probably withdraw from social contacts. When they 
finally do seek help, relatives usually turn to the im- 
mediate family. Even after hospitalization, most families 
will not seek professional help but will rely either on 
close friends or on people with whom they do not have 
a lasting relationship. Some few go to ministers or fam- 
ily physicians. 

While the patient is in the hospital, the family con- 
tinues to withdraw socially but now seeks help from the 
hospital. Relatives want to talk to the patient's doctor. 
Sometimes they can’t see him, don’t get the answers they 
want, or the doctor is unable to spend enough time with 
them. These relatives are not seeking help for their own 
personal problems—they want knowledge about the men- 
tal illness itself. They want to know about the treatment 
and what they can expect when the patient returns home. 


EARLY MEETINGS WITH THE DOCTOR 


It would be helpful, if, at the time of admission the 
families could meet the psychiatrist first individually, and 
later collectively with the sick relative and the social 
worker. They would then feel that the hospital was in- 
terested in helping them, too. Doctors’ and social workers’ 
offices could be on the admission ward, which would 
eliminate the communication problem at admission time. 

While it is important to interview relatives, they 
may not always understand or even remember what the 
doctor and social worker have told them. Therefore, 
they would appreciate a reference booklet which would 
not only answer most of their questions, but might also 
eliminate some calls. 

Often mental illness is a chain reaction of family 
tensions wherein one member becomes ill. For that rea- 
son, it is important to explain to a family how it fits 
into the patient’s illness. To that end, some huspitals 
use movies, others hold family days. 

Unfortunately, doctors do not have time to spend 


with families even though they would like to do 9, 
When visits with relatives are possible, the docto; 
often sees that it is they who have caused the patient; 
difficulty. Usually family members show true feelings 
at the time of admission, but if an interview has to take 
place at a later date, they may hide their real emotions 

One VA hospital works with the wives of the pa 
tients through group interviews. In the beginning man 


wives were extremely hostile and, in some cases it took} 


several individual meetings before they were willing to 
participate in the group sessions. In most instances, how. 


ever, these sessions helped the wives and many of their 
conflicts were resolved. The VA Hospital in Gulfport, 
Mississippi, holds family forums twice a year. Each 


forum consists of six sessions, led by various hospital per-| 
sonnel. In this way, the family gets the feeling that the, 


entire staff is interested in the welfare of the patient 

Often, relatives who ask questions are really trying 
to help themselves, but will not admit it. When they can; 
accept this fact, they can be helped. One way of assist: 
ing unhappy relatives might be for them to do some 
kind of work around the hospital so they could actually 
see what is being done. 7 


OVERCOMING DISTANCES 


It is important for the hospital to work with the 
community. Most hospitals are faced with the problen 
of the family living a great distance from the hospital, 
that services may have to be provided by communit 
agencies or social workers. One doctor from Oregoi 
said that about half the hospital patients are committed 
by the courts and that the family does not even accom 
pany the patient to the hospital. The institution indoc: 
trinates county health officers and nurses to its program 
since it does not have social workers. In several coun- 
ties, the public health nurse sits in on commitment hear: 
ings and is able to explain some matters to the family. 
After the patient is admitted, the hospital report is set! 
to the nurse so that she can tell the family what is going 
on. When the patient is ready to be released, the hosp 
tal gets a report from the nurse to determine whether 
the family is ready to accept the patient. If he goes home 
for a trial period, the nurse checks to see if he is a 
for discharge or if further treatment is needed. 

Dr. Bowen of York, England, said that in his countn 
it is usual practice for hospitals to work with the individ. 
ual family. Patients generally come through the famil\ 


doctor. England also uses public health nurses to ‘ 
great extent. This is easily accomplished as the hospiti 
is a part of the community and works closely with publi 
health authorities. In addition, the psychiatrists get ov 
of the hospital and work in the community, and in mat! 
instances patients are seen in their own homes. 
It was the general consensus of the discussion grou’ 
that much more support be given to the family of th 
hospitalized patient in order to help its members ma! 
age their tensions. This support can be given eith 
by the hospital or by community resources. Unless th 
family is included in the therapeutic and rehabilitati 
plan, it is very unlikely that the patient will make # 
adequate adjustment when he returns home. 


To s 
impr 
unde 
know 
used 
appli 
avail 
tions 
tratic 
agen 


infor 
the | 
of th 
are 
extre 
proje 


of in 


RES 


| 
as m 
the | 
is fe: 
the 1 
of le 
peop 
least 
inter 
othe; 
force 
has | 
unfo 
in th 
threa 


| 


do s0, 
doctor 
atient’s 
feelings 
to take 
notions, 
the pa- 
g many 
it took| 
lling to 
s, how. 
of their 
ulfport, 
Each 
ital per. 
that the) 
patient. 
y trying 
hey can, 
f assist: 
some 
actually 


vith the 
problen 
pital, s 
Oregor 
minitted 
accom 
indoc:: 
program 
al coun- 
nt hear- 
family. 
t is sent 
is going 
hospi 
whether 
es home 
is 


count; 


bilitatic 
make # 


Financing Administrative Research 63 


FINANCING ADMINISTRATIVE RESEARCH 


MR. IRVING SHEFFEL 
Discussion Leader 


To say that there has been very little research done to 
improve. the administration of mental hospitals is an 
understatement. Yet, at the same time, very little of the 
knowledge which has already been uncovered has been 
used. Research findings from other fields are not being 
applied to mental hospitals, although they are easily 
available from journals, periodicals, and other publica- 
tions such as those on organization, personnel, adminis- 
tration, and management put out by the American Man- 
agement Association. 

Perhaps this basic lack in the exchange of research 
information would make a good subject for study. If 
the people working in mental hospitals had some idea 
of the myriad ways the same administrative functions 
are carried out in the different hospitals, it would be 
extremely valuable. This could be set up as a research 
project, to see what effect a certain amount of exchange 
of information would have on participating hospitals. 


RESEARCH THREATENS 


One of the reasons why research is not being done 
as much as it should in mental hospitals, and also why 
the positive results of other research are not being used, 
is fear. The word “research” frightens people. It implies 
the use of abstract theory as opposed to the practicality 
of learning by experience. And, sadly enough, there are 
people who are afraid of research because it means at 
least an attempt at progress. For instance, some people 
interested in doing research or in applying the results of 
other research to administrative procedures have been 
forced out of hospitals because the wrong person’s job 
has been threatened by more efficient methods. This is 
unfortunate, but no matter how much care is exercised 
in the selection of a project, someone will feel that it 
threatens him. 

This same fear, or mistrust, is at the seat of the con- 


flict between medical and administrative groups regard- 


ing research. Medical specialists do not visualize ad- 
ministrative research as pertinent to the care of the men- 
tally ill, mainly because determining the numbers and 
types of clinical people needed in any medical situation 
is their responsibility. The result is a sharp break be- 
tween “business” and “professional” functions in the 
hospitals. For this reason medical administrators hesi- 
tate to allow funds for administrative research. 

Administrative researchers maintain, however, that 
they are interested only in improving the lot of the pro- 
fessional employee. They want to determine how he can 
be helped to do his job more efficiently so that he can 
spread his efforts to more patients. They want to find 
out how the administration of the hospitals can be made 
a better adjunct to treatment. For example, lowering 
the overhead expense of medical care enables more care 
to be given. 

The two main objectives of the group, as defined by 
the discussion, were: 1. To suggest problems for admin- 
istrative research. 2. To explore means of financing it. 

Choosing a problem for research is simply a matter 
of looking for an administrative procedure which might 
be done more efficiently. A basic question might be: 
Where can mechanization be used in the hospital, since 
machines do not require salaries, annual leave, sick 
leave, etc.? Are there better ways of handling, storing, 
and disposing of medical records? If medical reports 
were disseminated faster would it mean just enough 
added staff efficiency to treat one more patient? 

In setting up a preliminary research outline, it is 
important to avoid duplicating work already cone or 
presently under study in industry or elsewhere. 

Research projects that try to establish staffing pat- 
terns are very important. How many personnel in what 
staff categories are needed for the different types of in- 
stitution? This area of research is particularly pertinent 
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in view of the present trend toward dispersing hospital 
functions into the community. In establishing certain 
kinds of units, what can the hospital expect in the way 
of personnel and administration problems? How can 
hospital employees, both clinical and administrative, be 
better utilized? 

Hospitals need to know how to obtain better per- 
formance from personnel by finding out what the stand- 
ards are. For example, one hospital did a survey of the 
activities of attendants, and the relative costs. They 
found that 12 per cent of the attendants’ time is spent on 
housekeeping. This meant that if one housekeeper were 
available for every ten attendants, the attendants could 
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devote all of their time to patients. At the same time 
the hospital could save money, because housekeepin 
would be paid for at housekeeping rates rather than at 
the much higher attendants’ salary. Another study con- 
ducted by the University Hospital at Ohio University 
showed that increasing the number of nurses beyond 4 
certain proportion to patients on a ward does not im- 
prove care. 

Hospitals need research evaluations of certain ad- 
ministrative functions such as laundry, food service, and 
maintenance that might be done better and less expen- 
sively by commercial enterprises. One hospital found 
that it saved staff time and money by having commer- 
cial interests pick up trash, and by 
purchasing its baked goods from an 
outside bakery. 

Research pertaining to the more 
effective use of the budget as a tool 
of management and medicine could 
have far-reaching value. It would 
consider such questions as: What is 
the cost of treating and caring for 
the various types of patients from the 
time they are admitted until the time 
they leave? One hospital has already 
broken these costs down into sixteen 
units of measurement. For instance, 
its costs are $16 a day for treating 
schizophrenics. This research might 
also help answer such questions as: 
Why is it that some hospitals with 
the same types of patients, facilities, 
and budgeting, have better discharge 
records, etc., than others? 

Financing an administrative re- 
search project does not seem to be 
too difficult, according to the group's 


arm chair 


experiences. In most cases, there 
NOW—with are sufficient funds available from 
Foot Rest N.LM.H. and other organizations to 


anyone with a carefully prepared and 
well-written research proposal in the 
mental hospital field. Ordinarily, there 
are two kinds of monies available: 
project development funds and money 
for carrying out the actual projects. 

A most important implication in 
the group's findings lay in the fact 
that although there are funds avail- 
able for administrative research, they 
apparently are not being used. The 
group was asked these questions: 
“How many here have been refused 
research funds?” and “How many 
have received money?” One _ person 
in the group had received funds from 
N.I.M.H.. but no one had been turned 
down! This indicates that the lack of 
administrative research can be attrib- 
uted not only to the lack of sufficient 
money, but perhaps more to the lack 
of motivation and resourcefulness. ° 
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PROBLEMS OF THE COMMUNITY IN INITIATING 
AND SPONSORING PSYCHIATRIC PROGRAMS 


Panel: 


MABEL ROSS, M.D. 
THADDEUS P. KRUSH, M.D. 
MRS. PEGGY LAMONT 


SHOULD A COMMUNITY initiate and sponsor its own psy- 
chiatric facility on a do-it-yourself basis, or should there 
be central control and supervision by competent profes- 
sionals from the beginning? This proved to be the heart 
of the discussion among the panelists in this group. 

The moderator led off by pointing out certain com- 
mon dangers which may be anticipated and obviated in 
the advance planning of community psychiatric facilities, 
regardless of the problems unique ‘to each community. 

1. The danger of unrealistic expectations that all 
problems will be solved: All community agencies con- 
cerned need to be represented on the planning commit- 
tee, and each organization should have an opportunity 
to hear and discuss both the functions and the limitations 
of the proposed facility. 

2. The danger of domination of the planning by one 
group or person: The power structure of the particular 
community should be considered, as well as the interests 
of the professional group. 

3. The danger of exclusively nonlocal support: Some 
financial support from local groups is important even if 
adequate monies are available from a philanthropic or 
higher governmental agency. The eventual assumption 
of more of the Gannciak support is often delayed by lack 
of local involvement from the beginning. 

4. The danger of inappropriate expectations of the 
professional staff: Early discussion of the role of the new 
facility as a helping agency is very important, as is dis- 
cussion of the role of wack of the professional staff. 

5. The danger of establishing a stereotyped mental 
health facility: The director and the staff should be ap- 
prised of the expectations and unique problems of the 
community. 

6. The danger of encapsulation of the mental health 
facility: An advisory board to act as interpreter between 
the community and the staff is essential to the acceptance 
and success of the mental health service. 

A community mental health worker, who came to the 
field through the American Association of University 
Women and stayed to spark a drive for a mental health 
center, described the difficulties encountered in starting 
such: a facility. She saw the project as falling into four 
tages: Organization, Transition, Operation, and Continu- 
ation. The first phase was the stormiest and the most 
interesting, with a small but dedicated group of lay per- 
sons working for ten years against public apathy and 
the stigma surrounding ‘mental illness. Finally this group, 
bored and disenchanted with talk, education, and study, 


launched into action by going directly to the county au- 
thorities and persuading them to budget $200 per 1000 
population toward the mental health center. This per- 
suasion was based on the hard-headed grounds of money 
savings for the county. Testing and treatment close to 
home involve less public expense than paying for such 
services in facilities many miles away. 

Recruitment difficulties forced the sponsoring group 
to abandon its initial plan of hiring a competent psychia- 
trist as the first professional staff member for the center. 
Instead, a trained social worker with a local background 
was employed at a salary higher than budgeted. This 
proved to be the breakthrough. For the first six months 
this social worker did no counseling, but spent all of her 
time on p'anning and programing. The local college do- 
nated a building; two psychiatrists were hired, along with 
other personnel to provide a full staff; and the mental 
health center was on its way. From this beginning about 
two years ago, the center has handled almost 1000 pa- 
tients, of whom some 200 are still in therapy. 


PUBLIC EDUCATION IS CONSTANT 


The Transition, Operation, and Continuation stages 
of the project were described as times of constant public 
education and re-education. The internal problems were 
less interesting and became the more routine ones of 
housing, insurance, employment security, vacation, edu- 
cational leave, etc. Volunteers dropped off, and a new 
role had to be found for them as a liaison group between 
community and center. But mainly, pase gph all stages, 
the ever-recurrent theme was the education of the com- 
munity to its own mental health needs and to the services 
provided by the center. 

From her experience, this panelist cited two main 
pointers for community groups considering the establish- 
ment of mental health centers. The first and most im- 
portant is to recognize the crucial time when a commu- 


Ge 
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nity is ready for such a facility and to act promptly. The 
second is to involve the community in every phase of the 
project, financially as well as otherwise, since the invest- 
ment of local funds stimulates the investment of local 
interest. 

The second panelist in this session described the or- 
ganization of state-wide community services from the 
logistical standpoint and from the angle of professional 
direction. He pointed out that sickness is not determined 
by politico-geographic boundaries and that the finding of 
illness must be made by competent professionals in a 
medical framework of reference. Thus over-all services 
usually require some central control and supervision to 
set minimal professional standards and to determine pro- 
fessional goals and methods of procedure. He agreed 
with the first panelist that education and involvement of 
the community are imperative in aiding in the definition 
of community needs, problems, and varied attempts at 
solution. He also agreed that lay boards are desirable 
and necessary in community interpretation of services. 
However, he cited as advantages of the statewide, profes- 
sionally-directed community services program the follow- 
ing: 1) better professional coverage of deprived or un- 
developed areas; 2) establishment and enforcement of at 
least minimum professional standards in selection and 
supervision of personnel; 3) unification of effort through 


As THE ONLY CENTER presently providing the training to 
meet a requirement of the A.P.A. Committee on Certifica- 
tion of Mental Hospital Administrators, Columbia Uni- 
versity finds itself in a paradoxical situation. It has all 
the necessary ingredients to turn out trained psychiatric 
administrators, except one—enough students. 

Despite the fact that the A.P.A. committee now re- 
quires a year of specialized training in psychiatric ad- 
ministration as one of the qualifications for certification, 
very few psychiatrists have undertaken such training to 
date. 

The leader of this simultaneous session, who is also 
the director of the Division of Community Psychiatry 
at Columbia, first described the course of graduate train- 


Hil 


coordination of activities of different clinics; 4) two-way 
professional stimulation; and 5) professional control of 
the program. Disadvantages were felt to be: 1) lack of 
direct community involvement; 2) fostering “grass roots” 
dependency; 3) a more expensive administrative dollar 
in that it costs more to send the proper dollar to the state 
or national capital than to expend it at home; and 4) de. 
struction of local initiative through too much central 
control. 


MONEY FOR TREATMENT 


The discussion at the end of the session demon- 
strated the group’s concern with the practical problems 
of mobilizing community interest and recruiting profes- 
sional personnel. Questions were raised as to sources of 
financial support, and one discussant took issue with the 
use of Federal funds for community programs, claiming 
that Federal investment leads to Federal control. The 
moderator stated in reply that the Public Health Service 
has as its purpose the stimulation rather than the control 
of activities. Others in the group were somewhat skepti- 
cal of this, and generally impugned the governmental 
dollar while lauding private funds. One _ participant, 
however, stated that the source of the dollars seemed of 
little consequence so long as they were applied to the job 
at hand—the treatment of sick people. e 


COMMUNITY 
ADMINISTRATIVE 
TRAINING 
PROGRAM 


VIOLA W. BERNARD, M.D. 
Discussion Leader 


ing which her division conducts.* This is a degree course 
(Master of Science) which prepares candidates for ad- 
ministrative posts in mental hospitals and in community 
clinics and various community mental health programs. 
The course has been in existence since 1956 when the 
United States Public Health Service provided training 
grants and stipends to enable three psychiatric centers. 
—Menninger, Yale, and Columbia—to offer this new kind 
of training. Unfortunately, both the Yale and Menninger 
courses have since been discontinued, and the discussion 
leader attributed this primarily to the difficulty of at- 
tracting sufficient numbers of qualified candidates for 


*Ment. Hosp. 11:5:7-10, May, 1960. 
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the tra ning. This is due in part to the general scarcity of 
psychi trists, which makes it complicated for state com- 
missio: ers and mental hospital superintendents to release 
memb: rs of their staff for the year of graduate training. 
Nor can some of them afford to keep such psychiatrists 
on salary while they undertake the special course. How- 
ever, the National Institute of Mental Health :ecognizes 
the importance of administrative psychiatry and has con- 
tinued to make stipends available to American citizens. 
The Canadian government has also granted stipends for 
the program to three of its psychiatrists, and there are 
some additional stipend funds available at Columbia 
through a private foundation for supplementation of 
these governmental subsidies in special circumstances. 

The Columbia program differs in several respects 
from those which were in operation at Yale and Men- 
ninger, and it may well be that one of these differences 
is responsible for its outliving the other two programs. 
At the New York school the administrative psychiatrists 
are included among several other categories of graduate 
trainees in one or another aspects of public psychiatry, 
with a distinctive combination of courses in each curric- 
ulum. Thus the scarcity of psychiatric apolications is less 
damaging than at the other two schools where the courses 
were exclusively devised for the administrative psychi- 
atry trainees. 

The Columbia structure of training the administra- 
tive psvchiatrist with trainees in other categories in pub- 
lic psychiatry and with nonpsychiatric medical adminis- 
trator trainees is designed also to foster an integrative 
viewpoint rather than an isolated approach. 


TRAINING DETERMINES APPROACH 


The primary difference between the psychiatrist-ad- 
ministrator and the nonpsychiatrist-administrator is that 
the former constantly draws on psychiatric knowledge 
rooted in clinical training as essential to his administra- 
tive functions, while the latter has often had much more 
intensive training in the nonclinical and business aspects 
of administration. Recognition of this difference can lead 
to a fruitful division of labor between the business ad- 
ministrator and the administrative psychiatrist in a given 
facility. 

The discussion leader described the rationale for 
including the teaching of administrative psychiatry with- 
in the division of community psychiatry. It hinges on a 
concept of the mental hospital as an intrinsic part of the 
entire network of community facilities making up a com- 
prehensive mental health program for a given population. 
Further, instead of viewing administrative psychiatry and 
clinical psychiatry as competing disciplines, the staff at 
Columbia sees them as mutually supplementary and es- 
sential components of total care, sharing the common 
goal of improving the mental health level of patients. The 
application of clinical insight through the far-reaching 
effects of administrative function is one approach to the 
problem of reducing the antitherapeutic impersonality 
and dehumanizing aspects of public psychiatry, which 
has the challenge and potential to do so much more for 
large numbers of people than the one-to-one approach of 
clinical psychiatry. 
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At the end of the formal presentation, the members 
of this group raised a good many questions about the 
training programs which had been described. Several 
of these had to do with the over-all time required for 
training and the various modifications that might be 
made in terms of individual requirements. The leader 
stressed Columbia’s readiness to be flexible and realistic 
about the needs of candidates, and to accommodate to 
their situation within the limits of providing good train- 
ing. She cited the case of one psychiatrist who had re- 
signed from a position prior to taking his training and 
wished to take not only the eight months of academic 
work consecutively, but the entire training in a twelve- 
month period in order to be ready for a new position. 
Arrangements were made so that he could complete his 
field-project requirement in a four-month period of full- 
time work instead of the customary twelve-month period 
of part-time project work during employment. 


STIPENDS DETERMINED INDIVIDUALLY 


Members of the group who inquired about stipends 
were advised to write to Dean Trussell at the Columbia 
School of Public Health and Administrative Medicine for 
specific information. In general, the discussion leader 
said, the stipends are also flexible and vary on an indi- 
vidual basis in terms of professional qualifications. 

She described briefly the Master of Science degree 
course at Columbia for hospital administrators other than 
psychiatrists, but pointed out that these courses are not 
especially geared to the mental hospital administrator 
although some of the graduates do turn to that field after 
graduation. Part of their curriculum includes some men- 
tal health content. 

The leader expressed regret to the business man- 
agers in the group for stressing the training of admin- 
istrative psychiatrists, but explained that her experience 
was exclusively in this area. One of the business man- 
agers spoke of the interest of the American Society of 
Mental Hospital Business Administrators in appropri- 
ate training courses. He said that Dr. Trussell had agreed 
to discuss with him some possibilities whereby the Colum- 
bia School of Public Health and Administrative Medi- 
cine could meet these training needs. 


ADMISSION REQUIREMENTS 


Several questions centered around the admission re- 
quirements at Columbia and whether all those who had 
completed approved training were accepted. The discus- 
sion leader explained that while approved completed 
training is the basic requirement, applicants must also 
evidence a genuine interest and aptitude for adminis- 
trative psychiatry. The admission procedure includes 
an interview as well as a review of qualifications by an 
admissions committee. 

Since 1956 twenty-eight psychiatrists have been en- 
rolled in the courses at Columbia. Half have completed 
their training and half are still at some stage of it. No 
candidate has ever started the course and then dropped 
out before its completion. Of the twenty-eight psychia- 
trists, eleven have been or are in the administrative psy- 
chiatry program. 
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EVALUATION 


OF PRIVATE PSYCHIATRIC 


HOSPITALS IN COMMUNITY SERVICE 


“THE QUESTION OF JUSTIFICATION for the existence of pri- 
vate psychiatric hospitals has been raised. In my opinion 
. there is no justification for their existence unless they 
provide better care and treatment facilities than can be 
provided in public hospitals.” 

“The distinction of a community hospital and a hos- 
pital in a community should be clearly kept in mind. 
Private psychiatric hospitals are always hospitals in a 
community, but very seldom community hospitals.” 

“Greater relationships between our hospitals and the 
large state hospitals would be a good thing to achieve.” 

“Essentially it [the private hospital] renders a pub- 
lic service under private control—a common situation in 
our country—and helps American medicine preserve its 
private character. It may yet point the way ultimately 
to the completely private care of the mentally ill—far- 
fetched as this may seem at the moment.” 

So spoke the participants in the simultaneous session 
on the private hospital and the community. Talking from 
prepared papers, the panel members posed and answered 
questions ranging from whether a hospital can fix its role 
in the community by its own determination, to what to 
do with elaborate equipment in a private hospital which 
has outgrown its original function of serving as “an 
asylum for the relief of persons deprived of their rea- 
son.” One panelist created a lively discussion by declar- 


ing that the operation of a hospital closed-staff is now 
cheslote- another pointed out the advantages of a private 
psychiatric hospital over a psychiatric unit in a general 
hospital; a third described the growing pains of a 40- 
bed private institution which emerged with a 
determined than developed program” 
community psychiatric center. 


“more 
for becoming a 


Moderator: 
LAUREN H. SMITH, M.D. 


Panel: 

MARVIN L. ADLAND, M.D. 

G. CRESWELL BURNS, M.D. 
ALEXANDER GRALNICK, MLD. 
RALPH S. GREEN, M.D. 

MR. MELVIN HERMAN 
JOSEPH L. KNAPP, M.D. 

T. W. NEUMANN, JR., M.D. 
IRVING J. TAYLOR, M.D. 


The panel moderator opened the session by sun- 
marizing the goals of private psychiatric hospitals as 
follows: 


1. To establish high standards of care and treatment for 
the mentally ill. 

2. To encourage staff relationships similar to those in 
general hospitals. 

3. To furnish psychiatric emergency service. 

4. To furnish opportunity for inservice training. 

5. To supply leadership in public education toward bet- 
ter mental health. 


While there was general agreement with these goals, 
one panelist took special issue with goal No. 3 as it 
pertains to institutions which have selective admission 
policies. He contended that responsibility for emergen- 
cies, psychiatric or otherwise, must essentially remain 
with the community, and the way in which the private 
hospital can best serve the community is to persevere in 
the attempt to attain its own therapeutic goals. To admit 
specific cases purely because they are emergencies may 
interfere with the attainment of such goals and _ thus 
harm the community rather than serve it. He cited asa 
case in point his refusal to admit on emergency referral 
a patient who did not meet the hospital's admission 
criteria of being treatable in intensive psychotherapy and 
agreeable to remaining long enough for an adequate 
work-up. 

The attitudes of the public toward the priv ate hos- 
pital have a profound effect on the institution’s ability 
to serve the community. Hence, the hospital feels a new 
obligation to inform the community about itself—to 
make its private position public. Specific public atti- 
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nd practices which are detrimental to the hospi- 
munity relationship include the public’s procliv- 


tudes 
tal-co1 
ity for suing the private hospital “at the drop of a hat” 


and th. hospitals’ corollary difficulty in getting adequate 
malpractice insurance; the lack of any organized com- 
munic.‘ion between private hospitals and state authori- 
ties (“taxation without representation”); and_particu- 
larly the unfortunate truth that even though there is a 
growii'y tendency to furnish some insurance coverage 
for mental illness, the sick person is denied this insur- 
ance if he enters a private psychiatric hospital. 

The private institutions as a bodv stand prepared to 
render the community increasing service in every con- 
ceivable way, but there is much room for improvement: 
(1) in the manner in which the public views the private 
hospital, (2) in the manner in which the staffs of public 
and private hospitals work together, and (3) in the de- 
gree to which the psychiatric profession as an organized 
body supports, protects, and promotes the private as well 
as the public hospital. 


BUILDING A PSYCHIATRIC CENTER 


The private hospital with the “more determined 
than developed program,” Falkirk, in Central Valley, 
New York, proceeded to establish itself as a community 
psychiatric center by several means. The licensed bed 
capacity was increased, the nonmedical staff was sub- 
jected to an intensive inservice training program, and 
the medical staff was expanded to include physicians 
whose combined experience made it possible to utilize 
all methods of psychiatric treatment. Rates were fixed 
at the lowest possible level, and the hospital's traditional 
policy of sending the patient home at the earliest point 
commensurate with sound practices was strictly adhered 
to and publicized. 

Along with these internal adjustments Falkirk insti- 
gated an intensive community activities campaign and 
set up outpatient facilities at the parent institution, at 
the director's home, and in New York City forty miles 
away. With the cooperation of the County Mental Health 
Association, which had consistently ignored Falkirk as a 
psychiatric resource up to that time, the hospital pub- 
lished a directory of psychiatric facilities in the county 
and volunteered to prepare for the association a Mental- 
Health-Week press article on the development of psychi- 
atric facilities in the county. 

Monthly luncheon meetings, initiated for an ex- 
change of information between hospital staff and gen- 
eral practitioners, drew a minimum response (“at the 
first meeting one G.P. attended, at the second none came, 
our one enthusiast being on a case”). However, they did 
produce invitations for the Falkirk staff to lecture before 
the staff meetings of two general hospitals. 

Other community activities included a Hospital 
Career Day for local high- school students; staff presen- 
tations describing the hospital's work to the women’s 
auxiliaries of the state and county medical societies: 
and two all-day conferences between clergymen and 
psychiatrists. 

This hospital has been able to surmount the ob- 
stacles of distance and apathy to some extent. All dis- 


stances are not too great and all groups are not apathetic. 
But the final yardstick will be utilization of the commu- 
nity service facilities of the hospital, and not the size of 
the audiences. Referrals are becoming more frequent 
but cannot yet be definitely credited to the community 
activities campaign. 

Friends Hospital in Philadelphia, faced with a pa- 
tient population of only 135 patients in a plant capable 
of handling about 200, has conducted a study of what 
to do with all the material at the hospital's disposal. 
Tentative plans call for building an office for physicians 
on the grounds; opening the staff so that patients can 
be followed both before and after hospitalization; ex- 
panding the geriatric services in such a manner that they 
can operate at less cost than they presently do; estab- 
lishing an active outpatient service where anyone with a 
psychiatric problem can turn; opening the “grounds to 

various community agencies to identify the hospital with 
the community; possibly giving 30 or 40 acres of the 
grounds to a general hospital of some sort. The super- 
intendent described the future of Friends Hospital as un- 
known, but the possibilities unlimited, and likened the 
situation to that of the little boy who was drawing a 
picture in school. When asked by the teacher what he 
was drawing, he said it was a picture of God. “But,” 
said the teacher, “nobody knows what God looks like.” 
“They will,” replied the litt'e boy, “when I finish drawing 
my picture.” 

Another private-hospital physician expressed con- 
siderable doubt about the Friends’ plan to provide better 
care for the aged at less cost, pointing out that adequate 
facilities cost more, not less, than inadequate ones. Speak- 
ing to the question of whether a hospital can determine 
its own community function, he described the growth of 
a hospital from a mere haven for people suffering from 
confusions and misperceptions, to a community institu- 
tion with an organized aggressive program for a large 
number of patients. The steps in this evolution progressed 
from staff knowledge, gained through psychotherapy with 
patients, that there was a need for more than just a 
refuge. A community of a million and a half people had 
to be educated to the fact that there were no private 
beds for the acute and long disturbances of the aged. 
There were no adequate diagnostic facilities, and the 
custodial geriatric program was obsolete. A new psycho- 
therapy program of not more than five years’ duration 
was indicated. To accomplish this the hospital established 
an extremely thorough physical-medical program, and as- 
sembled a large competent psychiatric staff, with a 
cadre of social workers doing active social service work. 


SUCCESS EMPHASIZES NEEDS 


The end result of this program was the return of 
many people to the community in a family setting, even 
those who had been diagnosed as senile. This, however, 
only emphasized the need for follow-up care for these 
patients and for better understanding of the problems 
of the nursing-home operators. The former was accom- 
plished through a psychiatric program which operates in 
effect as an outpatient section of the hospital. The latter 
was achieved by inviting nursing- -home operators to at- 
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tend meetings and exchange their views with the hos- 
pital staff. 

Another private psychiatric hospital, Beverly Hills 
Sanitarium in Dallas, Texas, has established a policy of 
serving as an information center for the public, the medi- 
cal profession, and various community agencies. A senior 
staff member answers all questions, either over the tele- 
phone or in personal conversation. Further community 
services rendered by this hospital include talks on men- 
tal health by members of the staff to requesting groups; 
psychiatric and psychological evaluation of all pastoral 
candidates for the Episcopal diocese; all of the outpatient 
electroshock therapy for a number of local psychiatrists 
and for the state mental health clinic in the city; psycho- 
logical tests for referring physicians, agencies, and occa- 
sionally the courts. Until recently the hospital had one 
of the few electroencephalographic facilities in the area 
and handled all of this type of testing for referring phy- 
sicians and the schools, as well as for the large state hos- 
pital thirty miles away. Working relations between the 
two hospitals are excellent and the State institution 
accepts all voluntary patients referred by the private hos- 
pital, with only a personal telephone call necessary to 
make arrangements. 


ADVANTAGES OF PRIVATE HOSPITALS 


In discussing the advantages of a private psychiatric 
hospital over a psychiatric section of a general hospital, 
one of the panel members pointed out that the private 
hospital is able to take care of a greater number of acute- 
ly ill patients, who pose too much of a problem for a 
psychiatric wing of a general hospital. Such patients 
would have to be sent to a state hospital if private fa- 
cilities were not available. Psychiatrists in private prac- 
tice are particularly glad to have access to a private 
psychiatric hospital when they are called upon to care 
for a greatly disturbed patient. 

This panelist stated that in his experience there are 
many modern well-equipped private psychiatric hos- 
pitals that provide care and treatment at a cost far less 
than is offered by general hospitals. The Blue Cross cov- 
erage is not, however, as good as in general hospitals—a 
situation which he believes will be remedied before too 
long. He cited as the prime advantages of the private 
hospital the closer doctor-patient relationship and, in 
fact, the close relationship that the patient has with the 
entire staff. Because of the homogeneous structure exist- 
ing in a specialty hospital, attitude therapy can be more 
effectively utilized and brought into effect, not only on 
the part of the psychiatrist, but also on the part of the 
psychiatrically trained nursing personnel and those work- 
ing in the occupational, recreational, and hydrotherapy 
departments. Thus illnesses of a more severe nature can 
be handled more deftly and those patients requiring 
longer periods of therapy will fare better. 

He summarized the specialized facility’s advantages 
over the psychiatric section in a general hospital as fol- 
lows: (1) a more homelike, peaceful environment; (2) 
the ability to care for a greater number of acutely dis- 
turbed patients; (3) provision of care and treatment at 
lower cost in many instances; (4) greater flexibility in 


treatment programs; and (5) a wider range of thera- 
peutic measures, especially for patients with refractory 
symptoms requiring a more extended period of hospitali- 
zation. 

In their general discussion toward the end of this 
session the panelists disagreed on the subject of open staff 
for private psychiatric hospitals. The protagonists of the 
closed staff contended that it can successfully care for 
most patients and that an open staff would bring about 
undesirable discontinuity of treatment. One stated that 
his hospital contacted all qualified psychiatrists in the 
area and announced an open-staff policy. Now, three 
years later the situation is unchanged; the private psy- 
chiatrists in this area do not wish to follow their patients 
in the hospital but do wish them returned upon dis- 
charge. 

One advocate of the open staff seemed to believe it 
worked best in a suburban situation. Another felt geo- 
graphic location was immaterial but the open-staff policy 
was vital to the continued life of the private psychiatric 
hospital. He thoroughly disagreed that the private hos- 
pitals would eventually take over the entire care of the 
mentally ill, and pointed out that the public hospitals are 
improving and will improve so much that there will be no 
further need for private hospitals unless they adopt the 
open staff and the courtesy staff and unless Blue Cross 
increases its coverage. 

All of the discussants agreed that there is great need 
for improvement in insurance coverage for patients in 
private hospitals. For instance, a good many private pa- 
tients spend their entire treatment existence in a day hos- 
pital, for which there is no insurance coverage at all. 

The members of the group were also in agreement 
on the great need for health programs for the aged. No 
other group of patients needs as much planning and care 
as the aged mentally ill. The state hospital is not the 
place for them, and the general hospital does not have 
the facilities. This might be the nucleus of a new kind 
of service which the private hospital staff could offer to 
the community. In this connection, working with nurs- 
ing home operators has a great deal of promise. 


PROOF OF NEED 


One of the panel members summed up the general 
feeling of the session and placed it in historical perspec- 
tive in the following manner: 

Private psychiatric hospitals have served the public 
well for many years. Actually the first hospital in Ameri- 
ca to accept mentally ill patients was the Pennsylvania 
Hospital in Philadelphia—a general hospital. This was 
in 1752 during the Colonial Period. But general hospi- 
tals, on the whole, did not meet this responsibility. Thus, 
out of the dire need to serve the mentally ill and give 
these patients some measure of asylum, the private men- 
tal hospitals were established. These specialty hospitals 
have continued to spring up in growing communities 
where the need has arisen. Many of them have been in 
existence for several decades and still continue to give 
the excellent service that their founders intended thev 
should give. This should be ample proof that a need 
exists for this type of psychiatric hospital. 
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Why Deprol is the first drug 
to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 


Bibliography (11 clinical studies, 764 patients) : 


® 

a A 1. Alexander, L. (35 patients): Ch h of dep - 
Use of meprobomate combined with benactyzine (2-diethy! 
ominoethy! benzilate) hydrochloride. J.A.M.A. 166:1019, March 
1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients) 


Meprobomate and benactyzine hydrochloride (Depro!) as ad- 
benactyzine + meprobamate junctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Theropy 6:648, Nov. 1959. 3. Bell, J. L., Tauber, 
H., Santy, A. and Pulito, F. (77 patients): Treatment of depres- 
sive states in office practice. Dis. Nerv. System 20 263, June 


1 mg. 2-diethylaminoethy] benzilate mon, M. ($0 patients): Choosing the right drug for the 

2 i ication, le icClure, 

hydrochloride (benactyzine HCl) and N, Severe, G. Poimer, E., Slettery, J. J.. 

Konefal, S$. H.. Henken, B. S., Wood, C. A. and Ceresia, G. B 

Supplied: Bottles of 5 ig t-pin , therapy. Am. Pract. & Digest Treat. 10-1525, Sept. 1959 

7. Penni nm, V. M. (135 patients}: Meprobomate-b: tyzim 

scored tablets. te the treatment of chronic bro syndrome, schito- 
. . hrenia and senility. J. Am eriatrics Soc 656, Aug 

Dosage: Usual starting dose is l tablet 8. Rickels, K ay 
iv indi tion i Nery stem 2 4 tion One}, 

bam mbined with benactyzine hydrochloride) in th 

3 tablets q.i.d. 28-438, Aug. 1959. 10. Settel, E. (52 potients): Treatment of 


depression in the elderly with a meprobomate-benactyzine 
hydrochloride combination (Depro!). Antibiotic Med. & Clin 
Therapy 7:28, Jon. 1960. 11. Splitter, S. R. (84 patients): The 
core of the anxious and the depressed. Submitted for pub- 
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Have You Heard? 


NEW FACILITIES: Plans for the establishment in the 
State of New York of two new units for the care, treat- 
ment, and rehabilitation of narcotic addicts have been 
announced recently by the commissioner of mental hy- 
giene, Dr. Paul H. Hoch. One 80-bed inpatient unit w ill 
to be set up at Central Islip State Hospital, Long Island, 
to serve the downstate area, while the other, a 20-bed 
inpatient unit, for the upstate area, will be located at 
Utica State Hospital. These new units will relieve the 
work load of the 55-bed unit established in 1959 at Man- 
hattan State Hospital, Wards Island, New York. 

The Jacob E. Finesinger Building, a $500,000 60- 
bed facility for emotionally disturbed children, was dedi- 
cated early this year at the Rosewood State Training 
School, Owings Mills, Md. The building is designed as 
a long-term, open-type psychiatric hospital for preteen- 
age patients who cannot be helped by treatment in the 
community. Children, diagnosed as severely emotional- 
lv disturbed, psychotic, or borderline psychotic. as well 
as those having organic brain damage with emotional 
problems will be admitted. 

The first stages of the Massachusetts 10-year Blue- 
Print for Better Mental Health are beginning to shape 
up. This program was presented by the commissioner of 
mental health, Harry C. Solomon, 'M.D., in his 1960 re- 
port to the Governor, and described in his article pub- 
lished in Mentat Hosprrats [1]: 14-17 (Oct.) 1960]. 


Money is now available and plans are being drawn for 


Have You Read? 


NEW HORIZONS IN PSYCHIATRIC HOSPITALI- 
ZATION, by Lauren H. Smith, M.D., in the November 
12 issue of The Journal of the American Medical Asso- 
ciation. “Psychiatric hospitalization is now regarded 
simply as a phase i in the course of psychiatric treatment; 
for preventive and therapeutic psychiatry has emerged 
throughout social, family, group, community, and fades. 
trial areas. General practitioners are moving closer to 
comfortable adequacy in dealing with some ‘psychiatric 
problems. The primary significant factor in successful 
treatment is the patient-doctor relationship. Not only 
psychiatrists but all qualified physicians must fully par- 
ticipate in hospital treatment as well as in home treat- 
ment, to the end that hospital care be available quickly 
and locally. In order to move toward this goal, psvchia- 


trists and psychiatric institutions must end. ‘their mental, 
economic, and geographic isolation.” 

THE ADMINISTRATION OF LONG-TERM- 
CARE FACILITIES——This is a compilation of papers 
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Diagnostic and Statistical Manual, Mental Disorders 
.. prepared by the Committee on Nomenclature and 
Statistics of the American 
1952 


Standards for Psychiatric ‘Hospitals oat Clinics, 1956 
Edition (revised June 1958) for Publie and Private 
lluspitals, Psychiatrie Units in General Hospitals and 
Hospitals & Schools for the Mentally Defective 
An Outline for a Curriculum for 
in Medical Schools 


SPECIAL CONFERENCE REPORTS 


Psychiatry and Medical Education . .. Report of the 
1951 Conference on Psychiatrie Education held at Cor- 
nell University, organized and conducted by the A.P.A. 
and the Association of American Medical Colleges, 164 
pp., cloth, 1952. (Formerly $1.00) 

The Psychiatrist—His Training and Development. . 
A substantive report of the 1952 Conference on Psy- 
chiatric Edueation, and a companion volume to “Psy- 
chiatry and Medical Education.” (Formerly $2.50) 

Special Price for both Reports 


Psychiatric Inpatient Treatment of Children .. . Based 
on the Conference on Inpatient Psychiatrie Treatment 
of Children held October 17-21, 1956, in Washington, 
D. C. under the auspices of the A.P.A. and the American 
Academy of Child Psychiatry 


Design for Therapy . . . An investigation into the possi- 
bilities of collaboration between psychiatrists and 
architects in developing basie information for mental 
hospital design, construction, and equipment, 1952 


The Volunteer and the Psychiatric Patient ... A report 
of the Conference on Volunteer Services to Psychiatric 


Psychiatric Research Reports #1 and #2 (out of print). 
Psychiatric Research Reports #3 — Research in Psy- 
chosomatie Medicine 
Psychiatric Research Reports #4—An Ev ialention of 
The Newer Pharmacologic Agents and Their Role in 
Current Psychiatrie Practice : 
Psychiatric Research Reports #6—Rescarch Tech- 
niques in Sehizophrenia 
Psychiatric Research Reports #6—Application of basic 
science findings to psychiatrie research —__. 
Psychiatric Research Reports #7-—Stress; Experimental 
psyehology; Child psychiatry 
Psychiatric Research Reports $6—Ressereh 1 in Affects 
Psychiatric Research Reports #9—Research in Psy- 
chiatry with Special Reference to Drug Therapy 
Psychiatric Research Reports #10—Social ee of 
Psychiatry 
Psychiatric Research Reports #11— Sek oe ances in 
Neuro-Physiologieal Research 
Psychiatric Research Reports #12—Explorations in 
the Physiology of Emotions 
Psychiatric Research Reports #13—Child Development 
and Child Psychiatry 
A Psychiatric Glossary—Paper Bound 

Library Bound 


Psychiatry, the Press & the Public 
3 copies 


Patients held June 12-17, 1958, in Chieago —....__. _$ 


PUBLICATIONS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


STANDARD REFERENCE WORKS 


$2.00 


$1.00 


25 


$2.00 


$3.50 


$1.25 


1.50 
$2.00 


$2.00 
$2.00 
$2.00 


$2.00 
$2.00 


$2.00 
$2.00 
$2.00 
$2.00 


$2.00 
$1.00 
$2.00 


50 
$1.00 


Order from 


SPECIAL COMMITTEE PUBLICATIONS 


A Descriptive Directory of Psychiatric Training in the 
United States and Canada... Third Edition, 1960, 
compiled by the Committee on Medical Education of 


the A.P.A, $3.00 
35 
Psychological First Aid in Community Disasters 35 
Training Schools for Delinquent Children ... A guide 

to planning with particular reference to clinical facili- 

ties, a committee of the A.P.A., 

1952 25 


PROCEEDINGS OF MENTAL _ HOSPITAL “INSTITUTES 


The Psychiatric Hospital: A Community Resource 


Proceedings of 10th Mental Hospital Inst. (1958) 65 
Proceedings of 11th Mental Hospital Inst. (1959) .65 
Proceedings of 12th Mental Hospital Inst. (1960) 65 

MISCELLANEOUS 
Mental Hospitals (1855 Special Issue) 50 
(10% discount for 20 copies or more) 

Principles, Skills and Tools of Scientific hessaenentena 
$1.00 
Psychological Factors in Space Flight . By Capt. 
Norman Lee Barr, MC, USN; Lt. R. B. Voas, HSC, 
USN, and Lt. (jg.) M. "Yarezower, MSC, USNR $1.00 
Current Practices in Mental Hospital Administration _ $2.00 
Dedicatio Medici, by Francis Braceland, M.D. _ $1.00 
Fifteen Indices—an aid in reviewing State & Local 
Mental Health and Hospital Programs $2.00 


Recreational Trends in North American Mental Institu- 
tions, by Daniel Blain, M.D. & Pat Vosburgh _ .25 
Scientific Papers and Discussions . . . Divisional Meet- 
ing, Midwest Area District Branches, Detroit, Mich., 
October 29-31, 1959 

The Scientific Papers of the 116th A.P.A. Annual 
Meeting 

Selected Reading Lists on Mental Hospitals, compiled 
by A.P.A. $1 
Sources of Information ¢ on n Behavioral Problems of Ad- 
olescence, compiled by A.P.A. 

Report on Patients Over 65 in Public Mental Hospitals, 
compiled by Dorothy M. Richardson, A.P.A. Statistician $1.00 


$3.00 


$3.00 


Impressions of European Psychiatry, by Walter F. 
Barton, M.D., Malcolm J. Farrell, M.D., Frances T. 
Lenehan, R.N., and William M. MeLaughlin, M.D. $4.00 


PUBLICATIONS DEPARTMENT 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 - 18th Street, N.W. 

Washington 9, D. C. 


Please send the publications checked above to: 


Name 


Address 


Bill me 
The A.P.A. will assume shipping expenses via regular channels on alt 
prepaid orders, except to countries abroad. If invoicing is necessary, a 
postage and handling charge of 25¢ will be added. Please allow at least 
15 to 20 days for delivery. 


(0 Payment enclosed 


| 
| 
| 
} 
| 
' 
| 
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NEWS NOTES 


| Joint Commission Report flo 
Quarterly Calendar _ Theme for 13th Institute , 
/ | The main theme for the 13th Mental 
A.P.A. ANNUAL MEETINGS Hospital Institute, to be held October Al 
1961 May 8-12, Hotel Morrison, Chicago, Ill, (117th) 16 through 19, 1961, at the Hotel Sher. 
1962 May 7-11. Royal York Hotel, Toronto, Canada (118th) _ aton-Fontenelle, Omaha, Nebraska, will p 
1963 May 13-17, Ambassador Hotel, Los Angeles, Cal. (119th) be “New Perspectives on Mental Pa. j 
A.P.A, MENTAL HOSPITAL INSTITUTES Cone — 


1961 Oct. 16-19, Hotel Sheraton-Fontenelle, Omaha, Neb. (13th) port of the Joint Commission on Men- gel 
1962 Sept. 24-27, Hotel Americana, Miami Beach, Fla. (14th) tal Illness and Health. ’ 

1963 Sept. 23-26, Cincinnati, Ohio (Hotel to be announced) (15th) In accordance with the wishes ex 
1964 Sept. 28-Oct. 1, Hotel America, Boston, Mass. (16th) pressed by those who answered the e 


= Committee’s questionnaire, the  Insti- 
OTHER A.P.A. MEETINGS tute will follow a similar pattern to that pr 


A.P.A, Executive Committee, March 4, A.P.A. Central Office, Washington, D. C. of the Salt Lake City meeting. It will 
OTHER PROFESSIONAL MEETINGS open with a keynote address, followed E 


AMERICAN PsYCHOPATHOLOGICAL AssocIATION, Annual Meeting, February 24- by a number of small-group discussion: 
25 (Ing. F. A. Freyhan, M.D., Secy., 503 Medical Arts Bldg., Wilmington, | 0n specific subtopics related to the 


Del. ) main theme. A panel discussion at the 
Gui_p oF Catuouic Psycuiatrists, February 25-March 1, Miramar Hotel, San. final afternoon session will deal witha He 
ta Monica, Cal. ; particular phase of the Joint Commis 
CONSOLIDATED VETERANS ADMINISTRATION HospitaL, North Little Rock Divi- sion Report. One full afternoon willbe} & 
sion. Annual Institute in P. & N.. March 2-3, VA Hospital, Little Rock, Ark.| — geyoted to simultaneous sessions on il 


Nationa Heattu Councit, Forum and Annual Meeting, March 13-17, Wal- 
dorf-Astoria Hotel, New York City. 
American Boarp or Psycutatry & NeuroLocGy—Examinations for Certifica- 


special-interest topics. 
The Report is to be published in} Ther, 


tion in Psychiatry & Neurology, March 20-21, New Orleans, La. the Spring and copies will be made} Progran 
American Association oF PsycutaTric CLINIcs FOR CHILDREN, Annual Meet. available, at a special discount. to al} done. I1 
ing. March 22, New York City (Ing. 250 W. 57th St.. NYC 19.) registrants; copies can be sent out af —reduc 
AssoclaTION FOR THE ADVANCEMENT OF PsycCHOANALYsIs—Annual Karen the time of registration or bought a) — every 
Horney Memorial Lecture, March 22, New York Academy of Medicine. | the Institute. ponies 
AMERICAN Society oF Group PsycHoTHERAPY & PsycHopRAMA, Annual Meet- | Groups wishing to hold special pre] adding t 


ing. March 22-24, Barbizon-Plaza Hotel, New York City. 


AMERICAN ORTHOPSYCHIATRIC AssociaTION, Annual Meeting, March 23-25, 
Statler-Hilton Hotel, New York City. day, October 15 and 16, in conjunction} the wor! 


CARIBBEAN CONFERENCE FoR Menta HeattH—3rd Annual Conference, April | with the Institute, are requested to con since Ai 
4-11, University College, Mona, Jamaica, B.W.I. (Ing. Dr. Roy O. Cooke,} tact Mrs. Phyllis Woodward as early 2} function 


Institute meetings on Sunday and Mon} And all 


Bellevue Hospital, Kingston, Jamaica, B.W.1.) possible. This i 
Nationa. Counc, on ALconouism, Annual Meeting. April 5-7, Shoreham Serving with Alfred H. Stanton} basic h 
Hotel, Washington, D. C. M.D., Chairman of the Program Com] Procedu 
Nationa Leacue ror Nursinc, Biennial Convention, April 10-14, Cleveland. ypittee, are James E. Gilbert. MD.| that the 
_ Ohio. ; ; Aberdeen, S. D.; John P. Lambert} used in t 
Group FOR THE ADVANCEMENT OF PsycHtaTRy, Annual Meeting, April 13-16, M.D.. Katonah. N. Y.: John J. Blasko| — Airker 
Hotel Berkeley Cartaret, Asbury Park, N. j. M dD. D.C 
AMERICAN ACADEMY OF GENERAL Practice, Annual Scientific Assembly. April L a Mo. 
17-20, Miami, Fla. (Ing. Mac F. Cahal, Volker Blvd. at Brookside, Kansas} Greco, St. Louts, Mo. 


City 12. Mo.) — 
AmerIcAN Nurses’ Association, 12th Quadrennial Congress, April 17-22, Mel- —_ 
bourne. Australia. (Ing. 10 Columbus Circle. New ‘York City 19.) 
Society oF Mepicat PsycHoanatysts, Academic Lecture, April 19, Medical | 


erating r 
A rosary, inscribed Roma, and c0®} produces 
tained in a small black leather pouch} healthful 


College. New York City. was found near the Alpine Lodge} and staff 
ASSOCIATION FOR THE ADVANCEMENT OF PsycHoaNAcysis, Annual Meeting, | Brighton Canyon. Utah, on the night 0 
April 26, Karen Horney Clinic Bldg., 329 E. 62nd St.. New York City. | the Institute barbecue. To claim you’ _ 
| AMERICAN | PsycHOSOMATIC Society, Annual Meeting. April 28-30, Atlantic possession, write to the A.P.A. Ment] = —= 
City. N. J. (Ing. 265 Nassau Rd., Roosevelt, N. Y.) Hospital Services, 1700 18th Street 
| Menta Heactn Week, April 30- May 6 | N.W., Washington 9, D. C. 
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Airkem 


sets to the 

heart of the 
problem of 


Environmental 
Health 


in Hospitals 


There’s no mystery about it. The Airkem 
Program does all the jobs that have to be 
done. It cleans all surfaces. It disinfects 
—reduces cross-infection. It kills insects 
—every kind. And it counteracts odors, 
even the most obnoxious ones, without 
adding heavy perfumes or chemical smells. 
And all this while actually cutting down 
the work-load of your maintenance staff, 
since Airkem combines two or even three 
functions in one housekeeping operation! 

This is the only complete program of 
basic hospital sanitation maintenance. 
Procedures are simple—all you do is insist 
that the indicated Airkem products are 
used in their proper places in the hospital. 

Airkem matches a treatment to each air 
space, each odor problem, each sanitation 
Maintenance task — walls and floors, rest 
rooms, laboratories, kitchens — wards, op- 
erating rooms, corridors, elevators — and 
produces a clean, odorless, agreeable and 
healthful environment for patients, visitors 
and staff. Inquire! 


See opposite column for 
one specific Airkem benefit 
AIRKEM 
For a Healthier 
Environment through 


Modern Chemistry 


PEOPLE & PLACES 


CANADA: Dr. C. H. Pottle, former 
superintendent of the Hospital for Men- 
tal and Nervous Diseases in St. John’s, 
Newfoundland, was recently appointed 
to the newly created post of provincial 
director of Mental Health Services. Suc- 
ceeding Dr. Pottle at the Hospital for 
Mental and Nervous Diseases is Dr. J. 
Frazier Walsh who, for the past six 
years, has been assistant superintendent. 


Dr. Morgan Martin is the new 
chief of the Mental Health Division, 
Department of National Health and 
Welfare, Ottawa. 


CALIFORNIA: On January 1, Dr. 
Elmer F; Galioni took office as deputy 


director of hospital medical services for — 
the Department of Mental Hygiene, | 
Sacramento. Prior to this appointment, | 


Dr. Galioni was associate superintend- 
ent of Stockton State Hospital. 

Dr. R. S. Rood, former superin- 
tendent and medical director of Atas- 
cadero State Hospital, has joined the 


staff of Stockton State Hospital. Dr. , 


Louis R. Nash, the associate superin- 
tendent at Camarillo, will assume the 
interim superintendency at Atascadero. 


Dr. Robert J. Spratt, former di- 
rector of the Montana State Department 
of Mental Hygiene, recently became as- 
sociate superintendent of Mendocino 
State Hospital. 


HERE & THERE: Dr. Samuel C. | 


Kaim has been named chief of psychi- 
atric research for the Veterans Admin- 
istration and will be attached to the VA 
Central Office in Washington, D. C. 


Dr. R. C. Steck, superintendent 


of Anna State Hospital, Illinois, has re- | 


ceived the Distinguished Service Award 
from the Southern Illinois Chapter of 


the American Society for Public Ad- | 


ministration. 


Dr. Arthur H. Ruggles, retired | 


physician-in-chief and superintendent 
of Butler Hospital, Providence, R. I., 
died recently in Boston, Mass. Dr. 
Ruggles was president of the A.P.A. 
from 1942 to 1943. 

Dr. Seymour S. Kety has been 
appointed to head up the department 
of psychiatry at Johns Hopkins Uni- 
versity School of Medicine and its hos- 
pital in Baltimore, Md. Dr. Kety, for- 
mer chief of the laboratory of clinical 
science at NIMH, succeeds Dr. John C. 
Whitehorn who retired on June 30, 
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The 
Problem 
of the 


Incontinent 


Patient 
Ia 
crowded 
ward 


Nothing in daily ward care can cause 
more discomfort and disturbance for more 
people. And needlessly! One Airkem prod- 
uct — Airkem Red Label — will solve this 
difficult and insistent problem whenever 
it appears. 

Offensive urine and fecal odors are dis- 
pelled when they encounter Airkem Red 
Label in the air. They are counteracted 
scientifically. No unpleasant perfume or 
chemical smell is added. Only an agree- 
able air-freshened effect is created. 

Results are little short of miraculous, 
particularly in a crowded ward. Other ward 
patients, floor nurses, orderlies, visitors, 
the unfortunate patient himself — all feel 
a personal sense of relief and gratitude. The 
indirect therapeutic benefits are obvious. 

Airkem Red Label, together with its 
proper dispensing equipment, has earned 
its place in every hospital where used. If 
not in yours, call your nearby Airkem 
man immediately! 


John Hulse, Airkem, Inc., Dept. MH-2 
ataus 241 E. 44th St., New York 17, N. Y. 
Send further information on control of 
odors due to incontinence. 


Name 

Title 
Address 

City Zone __ State. 


| | 
| 
| 
| 
| | 
| 
| 
| 
| | 
| 
| 
| 
| | 
| 
l 
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in the senile patient 

controls acute agitation, 
hostility, 

severe apprehension, 
hyperactivity 

reduces confusion, 
delusional reactions 


encourages cooperation 


INJECTIC 
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INJECTION TABLETS SYRUP 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 


Wyeth Laboratories Philadelphia 1, Pa. 


ERVICE 
TO 


Detailed Information on 


SPARINE® 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 

SPARINE effectively controls central nervous system excitation, 
allays apprehension and anxiety, calms the agitated patient and is a 
useful adjunct to the management of mental and emotional disturb- 
ances. Both acute and chronic psychiatric illnesses respond to 
Sparine therapy. SPARINE has been found to be useful in the man- 
agement of nausea and vomiting of either central nervous system or 
gastric reflex origin. SPARINE effectively facilitates the action of 
analgesics and central nervous system depressants. It has been used 
as an adjunct to surgical sedation, allaying apprehension and re- 
ducing the dosage requirements for narcotics, analgesics and seda- 
tives. SPARINE may be used as an aid in diagnostic and therapeutic 
regimens. Such nonspecific symptoms as anxiety, pain, vomiting, — 
nausea and hiccups frequently make more difficult both diagnosis 
and therapy of organic disease. SPARINE allays such symptoms 
without masking physical, neurological or laboratory findings. 


DIRECTIONS. For maximal therapeutic benefit the amount, 
route of administration and frequency of dose should be governed 
by the severity of the condition treated and the response of the pa- 
tient. Oral administration should be used whenever possible; 
parenteral administration should be reserved for uncooperative pa- 
tients or when nausea and vomiting interfere with oral administra- 
tion. SPARINE when used intravenously should not exceed a concen- 
tration of 25 mg. per cc.: injection should be given slowly. Dilute 
50 mg. per cc. concentration with equivalent volume of physiologi- 
cal saline before I.V. use. Avoid injection around or into the wall 
of the vein. 


In the management of agitated patients. SPARINE should be given I.V. 
in initial doses of 50 to 150 mg. If the desired calming effect is not 
apparent within 5 to 10 minutes, additional doses up to a total of 
300 mg. may be given. Once the desired effect is obtained, SPARINE 
may then be given I.M. or orally in maintenance doses of 10 to 200 
mg. at 4 to 6 hour intervals. Jn less severe disturbances, initial oral 
therapy may be satisfactory. When tablet medication is unsuitable 
or refused, SpaRINE Syrup may be used. 


Medical uses. Antiemetic. 

Usual dose is 25 to 50 mg. repeated at 4 to 6 hour intervals. When 
oral route is not feasible, 50 mg. I.V. or I.M. will usually control the 
symptom, but oral medication should be initiated as soon as 
feasible. 


In the management of pain associated with malignancy or chronic 
disease, SPARINE may be administered orally or I.M. in 25 to 50 mg. 
doses repeated at 4 to 6 hour intervals to allow for reduced dosage 
of analgesics. In medical emergencies, to allay apprehension and 
facilitate diagnosis or therapy, SPARINE should be given I.V., I.M. 
or orally in 50 to 200 mg. doses. See direction circular for details. 


PRECAUTIONS. Although rare, drowsiness, dizziness and transi- 
tory postural hypotension may occur. If a vasopressor drug is indi- 
cated, norepinephrine is recommended since SPARINE reverses the 
effect of epinephrine. Agranulocytosis has been reported in only 18 
cases in about 314 million patients. If, however, signs of cellular 
depression—sore throat, fever, malaise—become evident, discon- 
tinue SpaRINE, check white blood cell count, and initiate antibiotic 
and other suitable therapy if indicated. Seizures, reported as occur- 
ring during SPARINE therapy, occur usually with rapid large increases 
in dose and at a daily dosage above 1 Gm. Caution must be exercised 
when administering SPARINE to patients with a history of epilepsy. 
Avoid perivascular extravasation or intra-arterial injection, as 
severe chemical irritation or inflammatory response may result. 
Because of its facilitating action on analgesics and central nervous 
system depressants, give them only in reduced dosage with SPARINE. 
Do not use in comatose states due to central nervous system depres- 
sants (alcohol, barbiturates, opiates, etc.). Use with caution in pa- 
tients with cerebral arteriosclerosis, coronary heart disease, or other 
conditions where a drop in blood pressure may be undesirable. 


For further information on prescribing and administering SPARINE, 
see descriptive literature, available on request. 
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ROSTER OF DELEGATES 


CANADA 


Bircuarp, Cart, M.S.W., Mental 
Health Div., Dept. Natl. Health & 
Welfare, Ottawa 

Boac, T. J., M.D., Allan Memorial 
Institute, Montreal 
Cann, Cuartes H., M.D., Sr. 
Psych., Verdun Protestant Hosp., 
Montreal 

Caunt, Tuomas G., M.D., Med. 
Supt., Crease Clinic & Provincial 
Mental Hosp., Essondale, B. C. 
GREENLAND, Cyrit, P.S.W., Soc. 
Wk. Advisor, Mental Health 
Branch, Dept. Health, Toronto 
Lynes, P. G., M.D., Ontario Hosp., 
Whitby 

MarsHatit, Crype, M.D., Admin., 
M. H. Serv., Dept. Public Health, 
Halifax 

Martin, Morcan, M.D., Chief 
M. H. Division, Dept. Natl. Health 
& Welfare, Ottawa 

McNair, F. S., M.D., Dir., M. H. 
Centre, Burnaby, B. C. 

Moore, E. A., M.D., Staff Psych., 
Hosp. for Mental & Nervous Dis- 
eases, St. John’s, Newfoundland 
Moornouse, H. C., M.D., Supt., 
Ontario Hosp., New Toronto 
Strokes, A. B., M.D., Prof. & Head, 
Dept. Psych., University of Toronto 
Tucker, F. G., M.D., Clin. Dir., 
Crease Clinic, Essondale, B, C. 
Watson, Cuartes B., Asst. to Dep- 
uty Minister M. H., Vancouver 


ALABAMA 


Tuomas, T. J., M.D., Dir., Prof. 
Serv., VA Hospital, Tuscaloosa 


ARIZONA 


CLELLAND, R. A., Bus. Mgr., Ariz. 
State Hosp., Phoenix 
Wick, Samuet, M.D., Dir., Ariz. 
State Hosp., Phoenix 


ARKANSAS 


BaLKMAN, Newt T., R.N., VA 
Hosp. Little Rock 

DonanueE, H. H., M.D., Asst. Supt. 
& Coordin., State Hosp. Projects, 
Little Rock 

Jones, G. L., M.D., Supt., Arkansas 
State Hospital, Little Rock 
Mary A., R.N., Acting 
Dir. Nursing Serv., State Hosp., 
Benton 

Puiutrs, Jim, Asst. Dir. Admin., 
Ark. State Hosp., Little Rock 
Sims, W. O., Bus. Mgr., Ark. Chil- 
dren’s Colony, Conway 

Yoprp, A. C., Dir. Admin., Arkansas 
State Hospital, Little Rock 
Zienut, Ona, R.N., Prof. M. H. & 
Psych. Nursing, University of Ark. 
Sch. of Nursg., Little Rock 


CALIFORNIA 


Atmapa, A, A., M.D., Asst. Supt., 
Dewitt State Hosp., Auburn 
Appetcate, C. E., Deputy Dir. Bus. 
Serv., Dept. Ment. Hygiene, Sacra- 
mento 

Barnarp, Ruta I., M.D., Clin. 
Dir., The Westwood, Los Angeles 
Danter, M.D., Dir. Dept. 


Ment. Hygiene, Sacramento 
Bravos, Tep A., Bus. Admin., Atas- 
cadero State Hospital, Atascadero 
Burns, G. C., M.D., Med. Dir. & 
Admin., Compton San., Compton 
DeKay, Mrs. CHarzes, Vol. Con- 
sult., Amer. Natl. Red Cross, San 
Francisco 

Drxon, C. J., Exec. Dir., Vista Hill 
Psych, Foundation, Chula Vista 
Guiotretty, J. S., M.D., Center 
Med. Dir., VA Center, Los Angeles 
Kennepy, R. C., M.D., Chief Prof. 
Educ., Mendocino St. Hosp., Tal- 
mage 

Kxatte, E. W., M.D., Supt. & Med. 
Dir., Mendocino State Hosp., Tal- 
mage 

Kou, R. W., Bus. Admin. Fair- 
view Hosp., Costa Mesa 

Lams, E. A., Coordin. Vol. Sve., 
Patton State Hosp., Patton 

Lewis, Harry A., Bus. Admin., 
Stockton State Hosp., Stockton 
LittLestoNE, Personnel 
Off., Dept. Ment. Hyg., Sacramento 
Mace, N. C., M.D., Chief Acute 
Intensive Treatment (Acting) Dir. 
Prof. Serv., VA Hosp., Sepulveda 
M. D., R.N., Asst. 
Dir. Nursg. Serv., Calif. State Dept. 
Ment. Hygiene, Sacramento 
Miter, T. K., M.D., Supt. & Med. 
Dir., Napa State Hosp., Imola 
Mitcuett, J. A., M.D., Assoc. 
Supt., DeWitt State Hosp., Auburn 
Oakey, CLaron, Editor, Audio- 
Digest Foundation, Los Angeles 
O’Brien, W. M., M.D., Supt. & 
Med. Dir., Modesto State Hosp., 
Modesto 

Outver, W. A., M.D., Assoc. Supt., 
Napa State Hosp., Imola 

Pautsen, J. A., M.D., Chief, Psych. 
Medicine & Rehab., VA Hosp., 
Palo Alto 

Perry, H. A., M.D., Area Chief, 
Psych. & Neur., Area Med. Off., 
San Francisco 

R. P., M.D., Asst. 
Supt., Psych. Serv., Agnews State 
Hosp., San Jose 

Rapaport, Water, M.D., Supt. & 
Med. Dir., Agnews State Hosp.. 
San Jose 

Stoate, NATHAN, Chief, Soc. Serv. 
Dept. Mental Hygiene, Sacramento 
Tippins, R. J., Bus. Admin., De- 
Witt State Hosp., Auburn 
Tucker, Hyman, M.D., Supt. & 
Med. Dir., Fairview State Hosp., 
Costa Mesa 

Wayne, L. C., Bus. Admin., Met. 
State Hosp., Norwalk 


COLORADO 


Brancu, Witson, Dir. Soc. Wk., 
Colorado State Hosp., Pueblo 
Marcaret, Psych. Tech., 
Colorado State Hosp., Pueblo 
E.uiott, Jostr, Psych. Tech., Colo- 
rado State Hosp., Pueblo 

Kout, Irene A., P.S.W. Consult., 
U.S.P.H.S., Denver 

Lawson, Marcaret, Psych. Tech., 
Colo, State Hosp., Pueblo 

Lewis, F. A., Jr., M.D., Dir., Ft. 
Logan Ment. Health Center 


Loso, Dorine, R.N., M. H. Nurse 
Consult., U.S.P.H.S., Region VIII, 
Denver 

Low, Tep, Psych. Tech., Colo. St. 
Hosp., Pueblo 

McGee, Eucene, Colo. Dept. of 
Public Health, Denver 

VaucHAN, W. T., Jr., M.D., Dir., 
Ment. Health Proj., Western Inter- 
state Comm. for Higher Educ., 


Boulder 
CONNECTICUT 
BLoomsBerc, Witrrep, M.D., 


Comm., Conn, St. Dept. M. H., 
Hartford 
CALDWELL, JOHN, 
Hosp., Newtown 
Carini, Esta, M.D., Chief, Nursg. 
Serv., Conn. Dept. of Ment. Health, 
Hartford 

Carro.t, J. F., Asst. Bus. Mgr. 
Norwich State Hosp., Norwich 
GuicKMAN, Maurice, M.D., Fair- 
field St. Hospital, Newtown 
Green, W. F., M.D., Fairfield State 
Hospital, Newton 

Kettrte, Ronatp H., M.D., Med. 
Dir., Norwich State Hosp., Nor- 
wich 

MacKenzig, Marion T., R.N., Dir. 
Nursg., Norwich State Hosp. 
Murpny, Paut D., M.D., Phys. & 
Psych., Fairfield St. Hospital, New- 
town 

O’Brien, Eucene R., Bus. Megr., 
Conn. State Hospital, Middletown 
Reacan, Senator Leo B., Chmn. 
of the Board, Norwich St. Hospital 
Roserts, Frances T., Ment. Health 
Program Asst., Conn. Dept. M. H., 
Hartford 

Rockmore, M. J., Chief, Psych. 
Soc. Serv., Dept. Ment. Health, 
Hartford 

Umpa, Mrs. Vol. Serv. 
Chief, Conn. State Hospital, Mid- 
dletown 


DELAWARE 


ALLport, Epwarp H., Asst. Bus. 
Mgr., Dela. St. Hospital, Farnhurst 
McCartuy, M. P., Gov. Bacon 
Health Center, Delaware City 
TARUMIANZ, ALEXIS, Bus. Admin., 
Dela. St. Hosp., Farnhurst 
TarumiAnz, M. A., M.D., Supt., 
Dela St. Hosp., Farnhurst 

Witcox, Carvin G., Bus. Mer.. 
Hosp. for the Mentally Retarded, 
Georgetown 


DISTRICT OF COLUMBIA 


Biasko, Joun J., M.D., Asst. Dir., 
Psych. & Neuro. Service, VA 
Busu, K., M.D., Chief 
A.P.A. Central Inspection Board 
Casey, J. F., M.D., Dir., Psych. & 
Neuro, Service, VA 

Doses, WituiAM H., M.D., Phys. 
i/e Dix Pavillon, St. Elizabeths 
Hosp. 

Frey, Lavonne, M., R.N., Dir. of 
Nursg., St. Elizabeths Hospital 
Hoye, Ciara L., M.D., Phys. i/c 
Richardson Service, St. Elizabeths 
Hospital 


Fairfield St. 


Nacourny, Lucetre G., Editorial 
Researcher, A.P.A. M.H.S. 
Pace, M. E., Prod. & Adver, Mer, 
A.P.A. Ment. Hosp. Service 
Pattison, Joyce, Editorial Seey, 
A.P.A. Ment. Hosp. Service 
RicHarpson, Dororuy, Statist. 
cian, A.P.A. Central Office 
Ross, Matuew, M.D., Med. Dir, 
Amer. Psych. Association 
SuHeecey, WituiaM F., M.D., Chief 
Gen. Practitioner Educ. Prj, 
A.P.A, Central Office 
Spector, SIDNEY, Staff Dir., Sub. 
committee on Prob. of the Aged 
& Aging, Comm. on Labor & Pub, 
Welfare, U. S. Senate 
Tuomson, Mary M., 
Asst., A.P.A. M.HLS. 
VospurcH, Pat, Chief, Editorial 
Dept., A.P.A. M.H.S. 
Wernstein, Georce J., M.D., Chief 
Outpatient Psych., VA 
Woopwarp, Puytiis, Admin. Asst, 
A.P.A. Mental Hospital Service 
Yourz, Eucene, Prod. & Editorial 
Asst., A.P.A. M.HLS. 


Editorial 


FLORIDA 


Bensow, J. T., M.D., Supt., North 
east Fla. St. Hosp., Macclenny 
Brown, Artuur W., M.D., Chiel, 
Psych. Dept., USAF Hosp., Eglin 
AFB 


Crawrorp, ANNIE Lauriz, RN, 
Psych. Nursg. Cons., Bureau Men! 
Health, Jacksonville 

Cumminecs, Rosatinp E., M.D., Co- 
Dir., Ment. Health Resource Coun 
cil, Tampa 

Eaton, R. C., M.D., Supt., Sout! 
Florida State Hospital, Hollywoo 


GEORGIA 


Crittenpen, W. R., Bus. Admin. 
Milledgeville State Hospital 
Hurper, W. P., M.D., Assoc. Dir 
for Mental Health SREB, Atlant: 
Pennincrotu, Paut W., PhD. 
Asst. Dir., Southern Reg. Edu 
Board, Atlanta 


HAWAII 


Copy, J. T., M.D., Acts 
Admin., Hawaii State Hospital 
Paik, Georce, Activity Therap) 
Admin., Hawaii State Hospital 


IDAHO 


Fow er, Nestor M., Bus. Admin. 
St. Hosp. South, Blackfoot 
Harris, Joun W., M.S.W., Chie! 
Soc. Worker, St. Hosp. Sout 
Blackfoot 

Hiryarp, R. E., Clinical So 
Worker, St. Hosp. North, Orofin 
Kerr, Marcaret D., R.N., Cit 
Nursg. Instr., St. Hosp. North, Or 
fino 

Pearson, Georce R., Chief Psych 
State Hosp. North, Orofino 
Putten, Myrick W., Jr, 
Supt., St. Hosp. North, Orofino 
Situ, S. Wayne, M.D., Supt. > 


Hosp. South, Blackfoot 
Warp, Arcumarp F., Jr. 
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NOTICE OF PUBLICATION 


FROM THE AMERICAN PSYCHIATRIC ASSOCIATION 


15 important chapters 


I. Respect for the Patient 
as an Individual 


II. Public Attitudes Toward 


IX 


X 


Mental Illness 
III. Sociocultural Factors 
in Treatment 
IV. Impact of National Health 
Programs 
V. Community Psychiatry’s 
Dual Function 
| VI. Administrative Principles 
IMPRESSIONS | ond 
is VII. Traditions and Developments 
OF EUROPEAN in Nursing 
VIII. Training Practices 
PSYCHIATRY in Psychiatry 
Specialized Facilities 
and Treatment Programs 
Therapeutic Philosophy 
and Methods 
XI. The Nature and Extent 
of Rehabilitation 
XII. Programs and Progress 
in Research 
XIII. Unsolved Problems 
and Future Trends 
XIV. Europe and the U. S. 
in Contrast 
XV. An Independent Observer's 
One-Year Report 


This report by a distinguished survey team explores the de- 


velopment of effective community-hospital psychiatry in Cloth Bound (6 x 9 inches) 140 pages 
Europe, and poses these questions: Is the European goal of dis- 

charging “symptom-free” patients desirable? Is psychiatric ; 4 OO 

training as effective as in the U. S.? What should be considered Price ° 


further for possible adaptation to the American scene? 


——— CLIP THIS ORDER AND MAIL TO 


Publications Department, American Psychiatric Association 

1700 18th Street, N.W., Washington 9, D. C. 

Please send me .- copies of “Impressions of European Psychiatry.” I enclose a check or money order, payable to the American 
Psychiatric Association, for a total of $__. _, at the rate of $4.00 per copy. (The A.P.A. will assume shipping expenses via regular 
channels on all prepaid orders, except to countries abroad. If invoicing is necessary, a postage and handling charge of 25¢ will be added. 
Please allow at least 15 to 20 days for delivery.) 


“4 
the 
: 
| 
Admin. 
ital 
Atlante 
Edue 
D., 
ospital 
Therap! 
spital 
ot 
W., Chief | 
p. Sout: 
ical So 
h, Orofin 
Clif | 
‘orth, Or | 

a 


80 Mental Hospitals, February 1961 


Dir., Patient Activ. 
Hosp. South, Blackfoot 


Svees., St. 


ILLINOIS 


Bourke, Wituiam W., M.D., Hosp. 
Mer., VA Hosp., Downey 

Cutter, Joun L., M.D., Supt., Tin- 
ley Park St. Hosp. 

Dixon, C. W., Admin., IIL, Dept. 
of Public Welfare, Springfield 
Everson, Davip, M.S.W., Asst. 
Supt., Bus. Admin., East Moline 
St. Hosp., East Moline 


Kiem, Rosert H., Ph.D., Treas., 


The Division Fund, Chicago 
Puiturps, Jane, Chief of Vol. 
Servs., IIL, Dept. of Pub. Welfare, 
Chicago 

Piepensrink, H. C., Asst. Supt., 
Manteno State Hosp., Manteno 
Soutre, Morris B., Admin., Forest 
Hosp., Des Plaines 

Stanrorp, Georce A., M.D., Cl. 
Dir., Jacksonville St. Hosp. Jack- 
sonville 

Steck, Ropert C., M.D., Admin., 
Anna State Hospital, Anna 


INDIANA 


Anperson, M. H., M.D., 
Supt., Evansville State 
Evansville 

Branson, R. H., Dir., Pubs. & 
Comm. Rela., Indiana Div. Mental 
Health, Indianapolis 

Brenizer, Bus. Admin.., 
Richmond State Hosp., Richmond 
Brown, J. R., Exec. Dir., Indiana 
Assn. of Ment. Health, Indianapolis 
Corstn, Dorotoy M., Beatty 
Mem. Hosp., Westville 

Dean, H. T., Bus, Admin., Fort 
Wayne State Sch., Fort Wayne 
FirzGerawp, Josepn A. M.D., Dir., 
OPD., Instr. in Psych., Ind. Univ. 
Med. Center, Larue Carter Hosp., 
Indianapolis 

Fuuver, Lee D., R.N., Assoc. Prof. 
of Nursg, Indiana U., Bloomington 
GinsBerc, Stewart T., M.D., M.H. 
Comm., Div. of Mental Health, In- 
dianapolis 

Jones, G. T., Bus. Admin., Evans- 
ville State Hosp., Evansville 
McAtez, Orr B., M.D., Supt., 
Chief Med. Dir., Madison State 
Hosp., Madison 


Med. 
Hospital, 


Meyer, Hans, M.D., Clin. Dir., 
Fort Wayne State Sch., Fort 
Wayne 
Murray, E., M.D., Supt.. 
New Castle State Hosp., New 
Castle 


Rivers, Jack L., Dir., Social Serv- 
ice Dept., Madison State Hosp., 
Madison 

Smock, Stoney, Bus. Admin., Cen- 
tral State Hosp., Indianapolis 
Soutuwortn, Joun W., M.D., 
Deputy Comm. Ment. Health, Indi- 
ana Div. of Mental Health, Indi- 


anapolis 
Stewart, Dorris, R.N., State 
Psych. Nursg. Consult.. Div. of 


Mental Health, Indianapolis 
Strotter, Tuomas R., Bus. Ad- 


min., Beatty Memorial Hosp., 
Westville 
C. L., M.D., Supt., Cen- 


tral State Hosp., Indianapolis 
Wrnecar, Davin E., M.D., Asst. 
Supt., Richmond State Hospital, 
Richmond 


1OWA 


BeauMAn, Mapce, R.N., Dir., 
Psych. Nursg., Iowa State Board of 
Control, Des Moines 

Brinecar, Wittarp C., M.D., Supt., 
Mental Health Institute, Cherokee 
Brooks, H. D., Bus. Mgr., Wood- 
ward State Hosp. & School, Wood- 
ward 

Catuin, Kart A., M.D., Supt., 
Mental Health Institute, Clarinda 
Cromwe tt, J. O., M.D., Dir. M.H., 
Board of Control, Div. of Mental 
Health, Des Moines 

Duran, Fernanpno, R.N., Dir. of 
Nursg., Mental Health Inst., Clar- 
inda 

France, CHarves, Personnel Dir., 
Ment. Health Inst., Clarinda 
Garcia, Leonarpo B., M.D., Clin. 
Dir., Ment. Health Inst., Clarinda 
Ginzperc, Fanny T., M.D., Asst. 
Supt., Ment. Health Inst., Cherokee 
Hatt, Russert, Bus. Megr., Ment. 
Inst., Clarinda 

Hayes, Francis K., Dir. of Soc. 
Service, Dept., Ment. Health Inst. 


Independence 
Heaptey, Ricuarp K., Dir., Ac- 
tivities Therapy, Ment. Health 


Inst., Independence 

Huston, P. E., M.D., Dir., Psycho- 
path. Hosp., Iowa City 

Korson, S. M., M.D., Supt., Ment. 
Health Inst., Independence 
Meintet, Georce F., Dir. of Psych. 
Soc. Service, Div. M. H., Des 
Moines 

Mitten, Epwarp R., M.D., Clin. 
Dir., Ment. Health Inst., Mt. Pleas- 
ant 

Perrer, Peter A., M.D., Supt., 
Glenwood State Hosp., Glenwood 
ScHNEIDER, LAWRENCE, Bus, Mer., 
Mental Health Inst., Independence 
Sawyer, Grace M., M.D., Supt., 
Woodward State Hosp. & School, 
Woodward 


KANSAS 


Bair, Howarp V., M.D., Supt. & 
Med. Dir., Parsons State Hosp. & 
Trng Sch., Parsons 

M., M.D., Staff 
Psych., Menninger Clinic, Topeka 
Hesuer, E. Wayne, Bus. Mer., 
Larned State Hosp., Larned 
Jackson, Georce W., M.D., State 
Dir. of Inst., Div. of Instl. Man- 
agement, Dept. of Soc. Welfare 
Topeka 

MALBAN, JAcK, ‘Exec, Asst., Men- 
ninger Fdn., Topeka 

Eucene J., Bus. Mgr., To- 
peka State Hosp., Topeka 
SuHEFFEL, IRvinc, Controller, Men- 
ninger Fdn., Topeka 

SMELKER, Epwin W., M.D.. Asst. 
Chief, NP Service, East Serv., VA 
Hosp., Topeka 

Smitn, Frank V., M.D., Asst. Dir. 
of Inst., Div. of Inst. Management, 
Dept. of Soc. Welfare, Topeka 
Stace, Tuomas B., M.D., Chief, 
NP West Service, VA Hospital, 
Topeka 
SWANK, State 


Letua, Topeka 


Hosp., Topeka 

Vincent, Ray, M., Bus. Mer., Par- 
sons State Hosp. & Trng. Ctr., 
Parsons 

Witks, W. N., M.D., Staff Phys., 
Larned State Hosp., Larned 


KENTUCKY 


Davis, Mrs. Dave, M.S.W., Case 
Super., Social Serv. Dept., Central 
State Hosp., Lakeland 

Berry Jane, R.N., Nursg. 
Consult., Kentucky Dept. of M. H., 
Louisville 

Grace, Locan, M.D., Supt., East- 
ern State Hosp., Lexington 
HALLMAN, Gar, M.D., Chief, Out- 
patient Dept., Western State Hosp., 
Hopkinsville 

Jacosy, EArt, Budget Analyst, 
Kentucky Dept. of Ment. Health., 
Louisville 

KINNAIRD, Industrial Thera- 
pist, Kentucky State Hosp., Dan- 
ville 

Kounuorst, Maurice, Coordinator, 
Div. of Community Services, Dept. 
of Ment. Health, Louisville 

Lewis, T. H., Dir., Div. of Hosp. 
Admin., Kentucky Dept. of M. H., 
Louisville 

McPueeters, Harotp L., M.D., 
Comm., Kentucky Dept. of M. H., 
Louisville 
Parkin, R. W., R.N., Dir. of 
Nursg., Central State Hosp., Lake- 
land 

SHROPSHIRE, DoNAtp G., Hosp. 
Admin., Eastern State Hosp., Lex- 
ington 

Tacuau, Louise, Pub. Rels. Con- 
sult., Kentucky Dept. of M. H., 
Louisville 


LOUISIANA 


Apams, Brakey, Coordinator, 
Southeast Louisiana Hosp., Mande- 
ville 

Rarrerty, T. L., M.D., Clin. Dir., 
Southeast Louisiana Hosp., Mande- 
ville 

Satter, Simon A., Prot. Chaplain, 
Southeast Louisiana Hospital, Man- 
deville 

Seace, Artuur L., Supt., Central 
Louisiana State Hosp., Pineville 


MAINE 


Bowman, P. W., M.D., Supt., Pine- 
land Hosp. & Trng. Sch., Pownal 
G. A., Bus. Megr., Au- 
gusta State Hosp., Augusta 
Scuumacuer, W. E., M.D., Dir. of 
M. H. & Correction, Augusta 


ZELTZERMAN, Israzt, M.D., Dir., 
Professional Sve., VA Center, 
Togus 

MARYLAND 


M. L., M.D., MHS, Chest- 
nut Lodge, Rockville 

Barnes, R. K., Chief, Div. Admin. 
& Finance, Dept. of Mental Hyg.. 
Baltimore 

Bercer, Davin, Ph.D., Exec. Dir., 
Med. Audit Plan, VA Hosp., Perry 
Point 

Dennis, A. L., Dir. of Budgets & 
Accounts, Dept. of Mental Hy- 
giene, Baltimore 

Fevix, R. H., President A.P.A., 
Dir., Natl. Inst. of Mental Health, 
Bethesda 

Hacpert, H. P., Chief, Pubs & Re- 
ports, Natl. Inst. of Mental Health, 
Bethesda 

Jaurreiss, W. O., M.D., The Seton 
Psych. Inst., Baltimore 

Knee, Rutu [., Psych. Soc. Wk. 


Consult., Natl. Inst. 
Silver Spring 
Lemxkau, P. V., M.D., Prof., Pub. 
lic H. Admin., Sch. Hygiene & 
Public Health, Johns Hopkins 
Univ., Baltimore 

Mannino, F. V., Dr., Psych. Soc. 
Wkr., Mental Health Study Ctr, 
Silver Spring 

Rosinson, Hon. Jerome, Md. 
House of Delegates, Annapolis 
Sewatt, Lee G., M.D., Hosp. Mgr. 
& Prog. Dir. Medical Audit Proj, 
VA Hosp., Perry Point 

Suauit, Peart, R.N., Chief M. H. 


of M. IL, 


Nurse, Public Health Services, 
Natl. Inst. of Mental Health, 
Bethesda 

MASSACHUSETTS 


Barton, W. E., M.D., Supt., Bos. 
ton State Hosp., Boston 

Bower, W.H., M.D., Assoc. Psych., 
McLean Hospital, Belmont 
Eisaum, Kay, Mental Hygiene Ed- 
ducator, Div. of Ment. Hygiene, 
Boston 

Exuiott, G. A., M.D., Area Chief, 
Psych. & Neuro., Area Med. Offices 
Boston 

Ewatt, J. R., M.D., Comm., Dept. 
Ment. Hith., & Sunt., Mass. Men- 
tal Health Center, Boston 
Farnsworth, Dana L., M.D., Har- 
vard University, Cambridge 
Lennox, D. H., R.N., Asst. Dir. 
Nursg. Svce., McLean Hosp., Bel- 
mont 

Mason, A. S., M.D., Dir., Prof. 
Services, VA Hosp., Brockton 
O'Leary, Paut F., Steward, Metro. 
State Hospital, Waltham 

Perry, A., Steward, 
Wrentham State Sch., Wrentham 
Prexup, J. T., Admin., McLean 
Hosp., Belmont 

Rose, Henry R., Steward, Walter 
E. Fernald State Sch., Waverly 
Suarp, M. L., M.D., Supt., West- 
boro State Hosp., Westboro 
Stanton. A. H., M.D.. Psych. in 
Chief, McLean Hosp., Belmont 
Yeaton, Harry, Bus. Mer., West- 
boro State Hosp., Westboro 


MICHIGAN 

Braun, R. A., M.D., Clin. Dir. 
Pontiac State Hosp., Pontiac 
Douctas, K. W., M.D., Supt., Mt. 
Pleasant State Hospital, Mt. Pleas- 
ant 

Green, R. S., M.D., Clin. Dir., The 
Haven Sanitarium, Rochester 
Hickman, J. M., Budget Examiner, 
State of Mich. Budget Div., Lan- 
sing 

Hopcrs, J. C., Asst. Dir., Mich. 
Dept. of Mental Health, Lansing 
Kenzie, Water, Bus, Fxec., Ply: 
mouth State Home, Northville 
Kerr, K. G., Bus. Exec., Caro State 
Hosp. for Epileptics, Caro 
Nickets, M. M., M.D., Asst. Med. 
Supt., Traverse City State Hosp. 
Traverse City 

Pearson, C. S., Bus. Exec., Lapeer 
State Home & Trng. Sch., Lapeer 
Renne tt, E. J., M.D., Med. Supt. 
Coldwater State Home & Trg. 
Sch., Coldwater 

Waker, T. C., Bus. Exec., State 
Hospital, Kalamazoo 
Werster, Harotp G., Exec. Dir. 
Mich. Society for Mental Health, 
Detroit 
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MINNESO© PA 
Ferranp, T., M.D., Psych., 


Moose Lake State Hosp., Moose 
Lake 
Grimes, B. P., M.D., Supt., St. 


Peter State Hosp., St. Peter 
Hawkins, k. T., M.D., Bus. Megr., 
St. Peter State Hosp., St. Peter 
Horrman, R. F., Asst. Supt., Fer- 
gus Falls State Hospital, Fergus 
Falls 

Juoxins, W. H., Coordinator of 
Volunteer Svc., Anoka State Hosp., 
\noka 

Karuins, Miriam, Staff Consult, 
Volunteer Svces., Dept. of Public 
Welfare, St. Paul 

Kozserc, Oscar, M.D., Clin. Dir., 
Moose Lake State Hosp., Moose 
Lake 

Pererson, C. W., Inst. Admin. 
Supvr.. Minn. Dept. of Welfare, 
St. Paul 

Rome, H. P., M.D., Mayo Clinic, 
Rochester 

Souten, J. W., Bus. Mgr., Willmar 
State Hosp., Willmar 

Vai, D. J., M.D., Med. Dir., Dept. 
of Public Welfare, St. Paul 


MISSISSIPPI 

Heap, J. J., M.D., Clin. Dir., Mis- 
sissippi State Hosp., Whitfield 
Hupspetu, SetH, Exec. Dir., Board 
of Trustees of. Mental Inst., Jack- 
son 

Jaquitu, W. L., M.D., Dir., Miss. 
State Hosp., Whitfield 


issOURI 

Baitey, N. Francitie, M.A., Com- 
mun, Rels. Coordinator, Div. of 
Mental Diseases, Jefferson City 
Braptey, F. R., M.D., Dir., Barnes 
Hosp., St. Louis 

Comss, Joe D., M.D., Clin. Dir., 
Mo, State Hosp. #3, Nevada 
Drusin, Lester, M.D., Megr., VA 
Hosp., Jefferson Barracks 

Putten, R. E., R.N., M.S., Consult., 
Psych. Nursg., Div. of Mental Dis- 
eases, Jefferson City 

Futton, A. E., M.D., Neurological 
Hosp., Kansas City 

GeLPeRIN, ABRAHAM, M.D., Ad- 
Neurological Hosp., Kansas 
‘ity 

Gisson, S. D., Bus. Megr., State 
Hosp. #3, Nevada 

Greco, J. T., Assoc. Dir., Barnes 
Hosp., St. Louis 

Heim, Mary E., Ins‘ructor Psych. 
Nursg., The Greater K. C. M. H. 
Foundation, Kansas City 

Hiceins, Joan, Supt., R.N., Nursg. 
Sve, St. Louis State Hosp., St. 
Louis 

RlornstRa, R. K., M.D., Clin. Dir.. 
Greater K. C. Mental Health Foun- 
dation, Kansas City 

Kanouer, Haze F., M. H. Nurse 
—m., U. S. P. H. S., Kansas 
city 

SEAMAN, R. J., Bus. Megr., Fulton 
State Hosp., Fulton 

“ETILE, R. O., M.D., Warden & 
Chief Med. Off., Med. Center for 
Federal Prisoners, Springfield 
SHoop, Vinci V., Mental Health 
Consult, in Soc. Wk., U. S. Pub- 
lic Health Service, Kansas City 
Tuomas, M.D., Clin. Dir., 
St. Louis State Hosp., St. Louis 


NEBRASKA 


Brown, Barsara, Coordin., Mental 


Health Ed., 
Omaha 
Evans, C. V., Bus. Mgr., Hastings 
State Hosp., Ingleside 

Gray, R. W., M.D., Supt., Lincoln 
State Hosp., Lincoln 

Gysin, W. M., M.D., Clin. Dir., 
Norfolk State Hosp., Norfolk 
Jounson, Etner N., Bus. Mer., 
Lincoln State Hosp., Lincoln 
Krusu, Tuappeus P., M.D., Clin. 
Dir., Comm. Serv. Div., Neb. Psych. 
Inst., Omaha 

Livinestone, Davin, M.D., Visiting 
Lecturer from Christchurch, New 
Zealand, Neb. Psych. Inst., Omaha 
Mayka, F. A., Chief, NP Sve., 
VA Hosp., Omaha 

Mesner, D. C., Bus. Mer., Neb. 
Psych. Inst., Omaha 

Wisman, Jack F., M.D., Clin. Dir. 


Neb. Psych. Inst., 


North Platte Psych. Cl., Neb. 
Psych. Inst., North Platte 
Wittson, Cecit, M.D., Director, 


Neb. Psych. Inst., Omaha 


NEVADA 


Titum, S. J., M.D., Supt. & Med. 
Dir., Nevada State Hosp., Reno 
NEW HAMPSHIRE 

SmaLipon, J. L., M.D., Supt., N. H. 
State Hosp., Concord 


NEW JERSEY 


Cranpett, Arcuiz, M.D., Med. 
Supt. & Chief Exec. Off., N. J. 
State Hosp., Greystone Park 
Garser, R. S., M.D., Med. Dir., 
Carrier Clinic, Belle Mead 
Gorvon, J. B., M.D., Med. Supt., 
N. J. State Hosp., Marlboro 
Macer, H. S., M.D., Supt., N. J. 
State Hosp., Trenton 

Moorr, E. Carvin, M.D., Asst. 
Med. Dir., NJNPI, Princeton 
Neat, J. T., Jr., Bus. Mgr., N. J. 
State Hosp., Greystone 
Ricuarpson, R. B., Asst. Bus. 
Mgr., N. J. State Hosp., Trenton 
Westorr, Cuartes F., Ph.D., Prof. 
of Socio., N. Y. U. Consult., Off. 
of Population Res., Princeton U., 
Princeton 


NEW MEXICO 


Stittincer, C. G., M.D., Supt.. 
N. M. State Hosp., Las Vegas 


NEW YORK 


Beck, C. G., Asst. Dir. of Bus. 
Admin., Dept. of Mental Hyg., 
Albany 

BeEcKENSTEIN, NATHAN, M.D., Dir., 
Brooklyn State Hosp., Brooklyn 
Bennett, C. L., M.D., Asst. Dir., 
Res. Fdn. for Mental Hyg., (Mil- 
bank), Poughkeepsie 

Bernarp, V. W., M.D., Dir., Div. 
of Comm. Psych., Columbia U.. 
New York 

Biatspreii, H. U., Bus. Off., Rock- 
land St. Hosp., Orangeburg 
Bonarepe, V. I., M.D., Dir., Craig 
Colony & Hosp., Sonyea 

Bowen, W. A. L., M.D., Phys. 
Supt., Milbank Mem. Fund, New 
York 

Britt, Henry, M.D.. Deputy 
Comm., Dept. of Mental Hyg., N.Y. 
BuckMAN, Cuartes, M.D., Dir., 
Kings Park State Hosp. 
Camprietp, P. V., Bus. Off., Syra- 


cuse State Sch., Syracuse 
CarmicuaeL, D. M., M.D., Dir., 
Aftercare Clinics, NYS Dept. of 
Mental Health, Brooklyn 

Counen, SAMUEL, Bus. Off., Harlem 
Valley State Hosp., Wingdale 


Crotty, Marion, Asst. Dir. of 
Nursg. Sve., NYS Dept. of M. Hyg., 
Albany 


Currier, Mivprep E., Asst. Dir. of 
Nursg. Sve., NYS Dept. of Mental 
Hygiene, Albany 

Emer, Henry, Bus. Off., Hudson 
River State Hosp., Poughkeepsie 
ForstenzeR, Hyman M.,_ Dir., 
Comm. Mental Health Sve., Dept. 
Mental Hygiene, Albany 

Gorton, Joun, R.N., Asst. Dir., 
Mental Health, Natl. League for 
Nursg., New York 

GraLnick, ALexanpber, M.D., Dir., 
High Point Hosp., Port Chester 
Hare, L. W., Bus. Off., Willow- 
brook State Sch., Staten Island 
Hunt, R. C., M.D., Dir., Hudson 
River State Hosp., Poughkeepsie 
Jones, Wittetta S., Asst. Exec. 
Secy., Amer. Nurses’ Assn., New 
York 

Kris, E. B., M.D., Dir. of Psych. 
Research, NYS Dept. of Mental 
Hyg., New York 


Lasurt, H. A., M.D., Sr. Dir., 
Creedmoor State Hosp., Queens 
Village 


Lampert, J. P., M.D., Med. Dir., 
Four Winds Hosp., Katonah 
Lazar, Martin, M.D., Dir., Utica 
State Hosp., Utica 

LukasHok, Herspert, M.S., Asst. 
Dir., Montefiore Hosp., The Bronx 
Maramup, Irene T., Educ. Con- 
sult., Mental Health Film Bd.., 
New York 

Martin, S. C., Institution Steward, 
N. Y. Psych. Inst., New York 
McCautey, J. F., Bus. Off., Creed- 
moor State Hosp., Queens Village 
O’ConneELL, C. P., Bus. Off., Mid- 
dletown State Hosp., Middletown 
O’Nett, F. J., M.D., Dir., Centra! 
Islip State Hosp., Central Islip 
O’Suea, D. J., Bus. Off., Manhat- 
tan State Hosp., New York 
Perkins, M. E., M.D., Dir., Comm. 
Mental Health Sve., NYC Comm. 
Mental Health Bd., New York 
PieasurE, Hyman, M.D.,_ Dir., 
Middletown State Hosp., Middle- 
town 

Puen, R. O., Asst. Mgr., VA Hosp., 
Northport 

Ross, Maser, M.D., Mental Health 
Consult., U. S. P. H. S., New York 
SareYAn, ALex., Exec. Dir., Men- 
tal Health Materials Ctr., New 
York 

Scuityincer, A. A., M.D., Mer., 
VA Hosp., Northport 

Snow, H. B., M.D., Dir., St. Law- 
rance State Hosp., Ogdensburg 
Weis, Katuarine A., Brooklyn 
State Hosp., Brooklyn 


NORTH CAROLINA 


DoveNMUEHLE, R. H., M.D., Re- 
search Coordin., Duke Med, Cen- 
ter, Duke Univ., Durham 

McKee, J. S., Jr., M.D., Supt., 
Broughton Hosp., Morganton 
Sikes, W. A., M.D., Supt., Doro- 
thea Dix Hosp., Raleigh 

Situ, A. P., Bus. Mgr., Brough- 
ton Hosp., Morganton 
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OHIO 


Appison, W. P., M.D., Asst. Comm., 
Bureau of Research & Trng., Div. 
of Mental Hygiene, Columbus 
Arsuckter, H. D., Cleve. Psych. 
Inst. & Hosp., Dept. of Mental Hy- 
giene & Correction, Columbus 
Atkins, K. K., Asst. Dir., Cleve. 
Psych. Inst. & Hosp., Cleveland 
Bapt, Freperick C., M.D., Asst. 
Supt., State Hosp., Cleveland 
Break, R. M., M.D., 1237 Neil 
Avenue, Columbus 

Crist, J. O., M.D., Actg. Supt., 
Lima State Hosp., Dept. of Mental 
Hygiene & Correction, Columbus 
DacuTera - Bopowski, CELINA, 
M.D., Cert. Staff Psych., Longview 
State Hosp., Cincinnati 

Dean, R. K., Asst. Dir., Dept. of 
Mental Hygiene & Correction, Co- 
Jumbus 

Ditton, Lowett O., M.D., Supt., 
Columbus State Hosp., Columbus 
Evans, H. S., M.D., Co-Dir., Hard- 
ing Sanitarium, Worthington 
Farukt. M. T., M.D., Davton State 
Hosp., Dept. of Mental Hygiene & 
Correction, Columbus 

Graesner, Rev. Kay M.. St. John’s 
Evangelical Lutheran, Springfield 
Haines, R. A., M.D., Dir., Dept. of 
Mental Hygiene & Correction, Co- 
lumbus 

Hinxo, E. N.. M.D., Dir., Cleve. 
Psych. Inst.. Cleveland 

Houmes, M. B., M.D., Supt., Ohio 
State Hosp., Massillon 

Jackson, C. L., Cleve. State Hosp., 
Dept. of Mental Hygiene & Correc- 
tion, Columbus 
Kenor. R. L.. Infor. Off.. Ohio 
State Dept. ef Mental Hygiene & 
Correction, Columbus 

Latta, Jack, M.D., Lima State 
Hosp., Lima 

Luwens, Henry. M.D., Comm.. 
Div. of Mental Hygiene, Dept. of 
Mental Hve. & Correct... Columbus 
Mako. A. E.. M.D.. Chief of Male 
Sve., Fairhill Psych. Hosp., Cleve- 
land 

Miniter, Everyn A., 242 W. 2nd 
St., Chillicothe 

Morris, G. E.. Asst. to Comm.. 
Div. of Mental Hygiene, Dept. of 
Mental Hygiene & Correction, Co- 
lumbus 

New, James, M.D.. Div. of Mental 
Hygiene, Dept. of M. Hyg. & 
Corr., Columbus 

Perret, H. H., M.D., Supt., Haw- 
thornden State Hosp., Macedonia 
Sanpers. E. E.. Columbus Psych. 
Inst. & Hosp., Dept. of M. Hyg. & 
Corr., Columbus 

Topren, Joun, M.D., Longview 
State Hosp., Cincinnati 

Wattner, Cuaries, M.D., Supt., 
Woodside Receiving Hosp., 
Youngstown 

Marion S.. Exec. Dir., 
The Ohio Mental Health Assoc., 
Columbus 

Yastnow, Aaron B., M.D., Chief 
Med. Surg. Serv., Cleve. State 
Hosp., Cleveland 


OKLAHOMA 


Apair, R. C., Bus. Mer., Central 
St. Griffin Mem. Hosp., Norman 
Asuey, R. E., M.D., Supt., Cen- 
tral State Griffin Mem. Hosp., 
Norman 

Ciark, Bernice, Coordin, of Vol., 
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Eastern State Hosp., Vinita 
Deacon, R., Supt., Pauls 
Valley State Sch., Pauls Valle 
Duacer, Bus. Mgr., East- 
ern State Hosp., Vinita 

Haut, Dorotnuy, R.N., Dir. of 
Nursg., Eastern State Hosp., Vinita 
Hatt, Sen. J. R., Okla. State Sen- 
ate, Miami 

Hays, P. L., M.D., Supt., Eastern 
State Hosp., Vinita 

Henry, E. P., M.D., Med. Supt., 
Taft State Hosp., Taft 

Lez, R. E., Bus. Mgr., Taft State 
Hosp., Taft 

Scruccs, Anna T., Supt., Enid 
State Sch., Enid 

Scruces, W. F., Bus. Admin., Enid 
State Sch., Enid 

Wuutams, T. G., M.D., Dir., Dept. 
of Mental Health, Oklahoma City 


OREGON 


Brooks, D. K., M.D., Supt., Ore- 
gon State Hosp., Salem 

Carin, James, M.D., Med. Dir., 
Morningside Hosp., Portland 
Cor, Henry, Admin., Morning- 
side Hosp., Portland 

Guiss, R. L., M.D., Supt., F. H. 
Dammasch State Hosp., Oregon 
State Hosp., Salem 

Gutman, Eveanor B., M.D., Ad- 
min. Asst., Clin. Sves., Oregon 
State Hosp., Salem 

Hansen, R. C., Asst. Supt., Bus. 
Sves., Dammasch State Hosp., 
Oregon State Hosp., Salem 
Jones, Maxwett, M.D., Dir. of 
Educ. & Res., Oregon State Hosp., 
Salem 

Kesster, Raymonp L., M.D., Med. 
Dir., Mid-Columbia Home, The 
Dalles 

Netson, H. L., M.D., Asst Supt., 
Oregon State Hosp., Salem 

Peet, J. N., Board of Control, 
Salem 

Sux, E. IL, M.D., Supt., Eastern 
Oregon State Hosp., Pendleton 
Sprincer, Caturyn, Dir. of Vol. 
Sves., Oregon State Hosp., Salem 
Sraprans, Teopor, M.D., Oregon 
State Hosp., Salem 


PENNSYLVANIA 


Betcuer, D. W., Dir., Prom. Sves. 
Smith Kline & French Labs., 
Philadelphia 

Butier, C. H., M.D., Supt., Re- 
treat State Hosp., Hunlock Creek 
Camp, P., M.D., Supt., 
Norristewn State Hosp., Norris- 
town 

Campsett, H. V., M.D., Western 
Psych. Inst. & CL, Pittsburgh 
DaucHERTY, Marcaret, R.N., 
Western Psych. Inst. & Clin., Pitts- 
burgh 

Denne, T. L., M.D., Supt., Friends 
Hosp., Philadelphia 

Erikson, Kar, M.D., Western 
Psych. Inst & Cl, Pittsburgh 
Gotpserc, Enm, R.N., Western 
Psych. Inst. & Clin., Pittsburgh 
Ossorn, Frep, Exec. Secy., SKF, 
Philadelphia 

Smirn, Beatty, J., Prof. Serv. 


Dept., SKF Labs, Philadelphia 
Smirn, Lauren H., M.D., Psy.-in- 
Chief, Inst. of Pa. Hospital, Phil- 
adelphia 

Srrn, Spurceon, Smith, Kline & 
French Labs., Philadelphia 


von Merinc, Otto, M.D., Assoc. 
Prof., Dept. Psych. Western 
Psych. Inst. & CL. Pittsburgh 
Wotrorp, J. A., M.D., Western 
Psych. Inst. & Cl., Pittsburgh 


RHODE ISLAND 


Fischer, Wotrram H., M._.D., 
Supvr. Psych., VA Mental Hyg. 
Div., Providence 

Jones, C. H., M.D., Supt., Butler 
Health Center, Providence 


SOUTH CAROLINA 


Burn, E. M., M.D., Sr. Psych., 
S. C. State Hospital, Columbia 
Freep, J. E., M.D., Chief Psych., 
S. C. State Hosp., Columbia 
Garpner, L., R.N., Dir. 
of Nursg. Serv., S. C. State Hosp., 
Columbia 

Gray, Loutse, Psych. Soc. Wkr. 
III, S. C. State Hosp., Columbia 
Hatt, W. S., M.D., Supt., S. C. 
State Hosp., Columbia 

Horne, C. W. S., Registrar, S. C. 
State Hosp., Columbia 

Kirven, L. E., Jr., M.D., Chief 
Psych. Men’s Serv., Columbia 
Unit, S. C. State Hosp., Columbia 
Moreau, Hectorette M. L., R.N., 
Dir. of Nursg. Serves., S. C. State 
Hosp., Columbia 

Nem, R. B., M.D., Chief of Col- 
ored Men’s Serves., S. C. St. 
Hosp., Columbia 


SOUTH DAKOTA 

Benan, L. G., M.D., Supt., Yank- 
ton State Hosp., Yankton 

Capy, Davin, Admin. Asst., N.E.- 
S.D. Mental Health Ctr., Aber- 
deen 

Gieert, James, M.D., Aberdeen 
Gooptor, H. L., Asst. Mgr., VA 
Hosp., Fort Meade 

Kinc, Extpora G., R.N., Dir. of 


Nursg., Yankton State Hosp., 
Yankton 

Lamont, Peccy, Pres, Amer. 
Assn. of Univ. Women, S. D. 


State Div., Aberdeen 
Lystorr, G. O., M.D., Cl. Dir., 
Yankton State Hosp., Yankton 


TENNESSEE 


Cooper, Nem S., Bus. Admin., 
East. State Hosp., Knoxville 

Fow ter, S. F., M.D., Staff Psych., 
VA Hosp., Murfreesboro 

Hauk, O. S., M.D., Supt., Central 
State Hosp., Nashville 

Peterson, B. F., M.D., Supt., 
Eastern State Hosp., Knoxville 
Rav, R. B., Coordin., Ancil. Serv., 
Dept. of Mental Health, Nashville 
Watts, B. E., M.D., Supt.-Elect., 
Memphis Psych. Hosp. & Res. 
Inst., Memphis 

Watson, A. C., M.D., Asst. Supt., 
Western State Hosp., Bolivar 


TEXAS 


Draper, W. D., Bus. Mgr., Rusk 
State Hosp., Rusk 

Frecps, Sue, R.N., Asst. Dir. of 
Nursg. Serv., Hedgecroft Hosp., 
Houston 

Harrison, P. E., M.D., Supt., Big 
Spring State Hosp., Big Spring 
Hayes, Joun J., Admin., Hedge- 
croft Hosp., Houston 

Hurrman, J. P., Bus. Mgr., Ter- 
rell State Hosp., Terrell 


Knapp, J. L., M.D., Med. Dir., 
Beverly Hills Sanitarium, Dallas 


Mippteton, Joun, Dir., Psych. 
Soc. Serv., Austin State Hosp., 
Austin 

Miter, C. R., M.D., Asst. Supt., 
Austin State Hosp., Austin 
Newton, P. W., Dir. of Vols., 
Hedgecroft Hosp., Houston 
Orero, M. J., M.D., Asst. Dir. of 
Mental Health Programs & Res. 
Bd., Texas State Hosp. & Spec. 
Sch., Austin 


Rarpx, Bus. Mer., 
Austin State Hosp., Austin 
UTAH 

Beacuter, H. E., M.D., Asst. 


Supt., Utah State Hosp., Provo 
Bennett, J. L., M.D., VA Hosp., 
Salt Lake City 
Booke, R.N., Geriat. Supr. 
Utah State Hosp., Provo 
Brancu, C. H. Harpin, M.D., 
Chief Psych., S. L. Gen. Hosp., 
Salt Lake City 
CattaHAN, Nan, Dir. of Vols., 
Utah State Hosp., Provo 
Ciype, The Hon. G. D., Gov. of 
Utah, Salt Lake City 
Curtis, Cyntut1a, R.N., Dir. of 
Nursg. Serv., Utah State Hosp., 
Eucene J., 


Provo 
M.D., Utah 
State Hosp., Provo 


Faux, 

Fecuner, A. H., Megr., VA Hosp., 
Salt Lake City 

Henincer, Owen P., M.D., Supt., 
Utah State Hosp., Piovo 
Jounson, Gorvon S., M.D., Staff 
Psych., Utah State Hosp., Provo 
Katz, G. D., M.D., VA Hosp., 
Salt Lake City 

Kicter, Rocer S., M.D., Sr. Psy., 
Utah State Hosp., Provo 

Kine, F. R., M.D., Priv. Psych., 
Price 

Kivier, Cart, M.D., Sr. Psych., 
Utah State Hosp., Provo 

Larsen, Mary, R.N., Head Nurse, 
Salt Lake Gen. Hosp., Salt Lake 
City 

Liesroper, Psych. Soc. 
Wkr., Utah State Hosp., Provo 
McKett, Cuartes, Dir. of Soc. 
Serv., Utah State Hosp., Provo 
McMaster, Jeannette M. S. W., 


Psych. Soc. Wkr., Utah State 
Hosp., Provo. 
Murpuy, Exatne, R.N., Nursg. 


Unit Supvr., Utah State Hosp., 
Provo 

Pearson, Ann C., R.N., VA Hosp., 
Salt Lake City 


Rarrerty, Frank, M.D., Asst. 
Prof. of Psych., Univ. of U. Salt 
Lake City 


Roserts, G. O., M.D., VA Hosp., 
Salt Lake City 

Rotuns, J. R., M.D., VA Hosp., 
Salt Lake City 

Sranewi, LetHa, Psych. Soc. Wkr. 
Utah State Hosp., Provo 
Tuomas, Jane, Exec. Secy., Utah 
Assoc. for Mental Health, Salt 
Lake City 

Tuurman, A. C., M.D., Dir., Prof. 
Serv., VA Hosp., Salt Lake City 
Wuirmer, Carrott A., Ph.D., 
Amer. Psycho. Assn. Delegate, VA 
Hosp., Salt Lake City 

Wiuiams, D. D., Bus. Megr., Utah 
State Hosp., Provo 


VERMONT 


Currticx, R. A., M.D., Supt, 
State Hosp., Watebury 


VIRGINIA 


Bratocx, J. R. M.D. Supt, 
Southwestern State Hosp., Mario 
Bounps, J. B., M.D., Mgr., Roa. 


noke VA Hosp., Salem 
Cavey, Marcaret Ler, R.N,, 


Psych. Nursg., Va. Dept. of ¥, 
Hyg. & Hosp., Richmond 
Ho, K. Y., R.N. ME 


Nurse Consult., Dept. of Health, 
Educ. & Welfare, Charlottesville 
Kise, Mitton, M.D., Supt., 
Petersburg Trng. Sch., Petersbuy 
Nacier, Benepict, M.D., Supt 
Lynchburg Trng. Sch. & 
Colony 
Post, E. S., M.D., Dir. Prag 
Serv., Roanoke VA Hosp., Salem 
Saunpers, J. R., M.D., Asst. Meg 
Dir., Westbrook Sanatorium, Rid 
mond 


WASHINGTON 
Barser, T. M., M.D., Asst. 


Eastern State Hosp., 
Lake 
Bunnett, H. F., M.D., Cie 


Women’s Serv., West. State 
Fort Steilacoom 

Conte, W. R., M.D.. Supvr., Bi 
of M. H., Dept. of Inst., Olympia 
Goutp, Grace T., Dept. of Iii 
Olympia 

Haner, Joan, Recr. Ldr., Ding 
Vols., Northern State Hosp. & 
dro- Woolley 

Hucues, Lowett R., M.D., Ast 
Supt., Northern State Hosp., & 
dro-Woolley 

Krauss, Marton E., R.N., Dir. 


Nursg., Eastern State Hosp., 
ical Lake 
Vooruees, D. W., Jr., M.D., Sup 
Northern State Hosp., di S 
Woolley \ 


WEST VIRGINIA 


Bateman, M. M., M.D., Supt. « 
Prof. Serv., West Va. Dept. 
M. H., Charleston 

Mutu, Lee T., Chief, Soc. 
Serv., VA Hosp., Huntington 


WISCONSIN 


Bannen, B. R., M.D., Mend 
State Hosp., Madison 
Cotwett, Kennetu, Psych. = 
Wkr., Div. of Mental Hygie 
Madison 

Ganser, L. J., M.D., Dir., 

Dept. of Pub. Welfare, Div 
Mental Hyg., Madison 

Granam, C. T., Asst. Dir., Dit 
Mental Hyg., Madison 
Srernpsorn, A. G., Supt, 
County Mental Hosp., 
Witson, Marcaret, Coordin 
Vols., Div. of M. Hygiene, 

son 

Wyman, G. P., M.D., Med. # 
Milwaukee County Asylum, 
waukee 


WYOMING 

Karn, W. N., Jr. M.D. 
Wyoming State Hosp., Evans 
Kiar, Hazet-Mag, R.N., Coom 
Psych. Educ., Wye 


State Hosp., Evanston 
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